The IWievelstoltiere at the 
| otus | ake 


: = / ; : P / : F mee 
[- xperiences ofa Swiss Psychiatrist in K ashmir 1969 ~ 1987 


ar M. mletas 








The Madhouse at the Lotus Lake 

The author, who is Swiss, was born in 1919, grew up in Basel and trained in medicine 
and psychiatry. She lived in India from 1956 to 1988 and worked there as a 
psychiatrist in various clinical, academic and administrative posts and gained a wealth 
of experience. From 1969 to 1980, she was a professor of psychiatry at the Medical 
College in Srinagar and at the same time was in charge of the only psychiatric 
institution in Kashmir. 

In this book, she gives a narrative account of her experiences in her often quite 
difficult post. What she observed and experienced in her mostly anaphabetic patients 
becomes the starting point for a description of the population, their customs and ways 
of life, but also for the description of the beautiful landscape in which this 'madhouse 
at the lotus lake’ is embedded. 

We learn how the author tried to gradually transform the still rather backward 
‘madhouse' into a modern psychiatric hospital. In the process, however, she learned 


that in the context of this culture, the traditional also has its meaning and value. 
Psychiatric jargon is largely spared, so that even the layperson is given valuable 


insights into the world of 'being insane’ and the various personal and social factors 
that can contribute to it in this cultural environment. 
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An epilogue as a preface 


Those who value "political correctness" should rather not read this book. Much 
of what is simply called by its name in it could arouse displeasure, anger and 
protest. Just the title alone: you can't talk about a "lunatic asylum" any more! 
But how could such expressions, which are nowadays discredited and replaced 
by learned euphemisms and trivialising euphemisms, be the only ones suitable 
to describe what one finds in a developing country - or at least what one found 
20-30 years ago - in a really accurate way, and to find deeper meaning behind 
the initially incomprehensible, perhaps even repulsive phenomena and 
experiences? 

Nowadays, we are all too quick to label everything foreign with terms we are 
familiar with and thus to classify it in our Western categories. In the name of 
anti-racism and human rights, the original is often glossed over with 
euphonious, scientific names or paraphrases. If, however, the aim is to blur the 
differences between the foreigner and our own way of life and way of thinking, 
and to pretend universal equality, then one does not do justice to the actual 
phenomena. If one refuses to recognise that much of what at first glance 
appears to be "different" or "strange" in the foreigner and appears to be 
"backward" in comparison with our behaviour and social institutions, there is 
no starting point, no justification for "development aid". If the manifestations 
of the foreigner can be seamlessly integrated into our way of thinking and our 
habits simply by a skilful use of language, why should we then make any effort 
to understand them as "different" and to promote development where it is 
obviously also in the interest of the foreigner and corresponds to his nature? 
And how should one even come to the realisation that foreign cultures in some 
respects also have advantages over our own way of life and that the people 
living there are in a healthy way still closer to their origins and have been 
spared the many aberrations and confusions of our Western world? 

All too willing and radical "integration" of the foreign into our own - whether in 


a distant eastern country or among the migrants and asylum seekers in our 


midst - not only blocks valuable insights and possibilities of use for the 
observer; it also does violence to the original character of the foreign, deprives 
those who are different of the possibility of developing according to their own 
nature and at their own pace, and means excessive demands and loss of 
security for them. 

Thirty years ago, when I started my psychiatric work in Kashmir, and even 
more so almost 45 years ago when I went to India for the first time, 
development aid was still the venture of individuals or small groups who 
exposed themselves to direct contact with the inhabitants of distant countries. 
In the meantime, it has become the business of large, rationally organised aid 
organisations that operate according to internationally recognised guidelines 
and train and supervise their staff accordingly. In recent years, however, there 
have been signs of a return from such often imperialistic or at least patronising 
dispositions over developing countries to a more cautious and understanding 
"help for self-help", which is oriented towards "felt needs", i.e. needs and 
wishes as they are felt and expressed by the recipients of the aid themselves. 
This again leads to forms of closer and more direct cooperation with the local 
people, similar to the way in which I was also involved in my work in India and 
especially in the sub-state of Kashmir. 

Another fundamental requirement that is in the foreground in development 
cooperation today is that of "sustainability". The aid provided should not simply 
bridge a momentary emergency, but should bring about changes that will 
prove to be path-breaking and constructive in the future. In this sense, can my 
work in Kashmir be considered "sustainable"? This question would probably be 
difficult to answer even if since 1988, when I left Kashmir for good, daily life 
and especially the functioning of civilian institutions, such as schools and 
hospitals, had not been severely disrupted by civil war, guerrilla activity and 
even open military conflict with the neighbouring country. It can be assumed 
that some kind of psychiatric services still exist in Srinagar, at least in name; 
however, to what extent they adequately serve the needs of the population is 
unknown to me. If someone were to take the trouble to compile precise data, 


it might be possible to compare the current consultation and hospitalisation 


figures with those I have collected. However, this would not tell us anything 
about the spirit in which the necessary work is done, with how much patient 
understanding for the sick and their relatives. The success of psychiatry, 
especially when it comes to psychotherapy, is difficult to prove numerically, 
even under the best conditions. 

When I consider whether, despite the aforementioned violent impact on civilian 
life in the Kashmir Valley, my "development work" may have proved 
sustainable there, the first thing that comes to mind are the patients 
themselves and their families, who have repeatedly shown their gratitude to 
me. Some of them kept in touch with me by letter for years - a few even today 
- provided, of course, they were able to express themselves sufficiently in 
English and could afford the foreign postage, which is not exactly cheap by 
local standards. I don't know whether my colleagues and the nursing staff, 
among whom a good seed of humanity had sprouted here and there during the 
time I worked there, still hold on to what they learned back then in these 
confused times and still find opportunities for appropriate work. Those who are 
not Muslim - Hindu, Sikh or, very rarely, Christian - have long since fled the 
Kashmir valley. 

Perhaps, however, what I am now able to report about my experiences can at 
least have some lasting effect here in the West and cause readers to think 
about what "development aid" can mean quietly, without great expense and 
without a world-wide organisation. 

For this to happen, however, it is necessary that the Western reader, who is so 
often rushed, gets used to a perhaps somewhat cumbersome language and a 
broad narrative style, to an attempt to reproduce what has been observed and 
experienced as faithfully, vividly and meaningfully as possible. At that time, life 
in the remote Kashmir valley was still quite leisurely. Some of the situations I 
encountered there may seem incomprehensible, nonsensical, even downright 
inadmissible to Westerners. Only a use of language that does not simply 
combine precise terms, so-called "empty words", as briefly and succinctly as 
possible, but which leaves some things open and points in an ambiguous way 


to the most diverse contexts of meaning, occasionally not shying away from 


expressions that are considered outdated, can do justice to such events and 
experiences. 

Even today, after the part of Kashmir that remained with India in 1947 has 
been torn apart and partially devastated by political and military unrest in the 
last 10 years, much of what I could still report on from direct experience can 
no longer be found. So this book is also a kind of "historiography", a 
documentary record of what has passed and been lost. 

But this is precisely the justification for the fact that this text, although it was 
written down 16 years ago, shortly after the event and close to the place of the 
experience, should only now be made public. Attempts to have it published 
were made several times during these years. Most of the time, however, they 
were told: "Publisher booked up for years to come" or "Doesn't fit into our 
range". After a final disappointment - caused by the incompatibility of my 
conservative and often idiosyncratic style with the reforming zeal of an editor - 
I have now dared, thanks to the encouragement and a generous donation of 
friends who do not wish to be named, to publish this account of my 
experiences in Kashmir in unaltered form in "self-publishing". My heartfelt 
thanks are due not only to these kind friends, but also to all those who have 
worked selflessly and willingly for the project - especially Mrs. G. Papa, 
secretary, but also to those who have given me photographs and illustrations 
for the volume (my friends M. Kummer and M. Kobelt, the guide Mrs. Bruus, 
Mrs. R. Keller and Mr. W. Keller, Mr. R.D. Schurch, the agencies and publishers 
who gave permission for reproduction of their pictures). Finally, I would like to 
remember with gratitude all those in Kashmir who, as patients, relatives of 
patients, colleagues and staff, or simply as neighbours and fellow human 
beings, with much tolerance for the idiosyncrasies of a stranger, have enabled 
and supported me in my psychiatric work and my participation in their daily 


lives. 


Carnago, January 2000 
E. Hoch 


Outside the city 


A sharp crack of the whip - and the skinny little horse once again puts all its 
strength into the reins to pull the heavily loaded two-wheeled cart up the steep 
stretch of road under the huge stone gate. The load consists of my household 
goods, on top of which I am enthroned myself, and the removal journey goes 
from the "Medical College" down in the city of Srinagar up to the castle hill Hari 
Parbhat. The imposing gateway, whose ancient domed vault provides pleasant 
coolness even in the summer heat for the street vendors crouching below and 
the lazily stretched out dogs, grants entry into the castle district that encloses 
the entire hill (Fig. 1). Coming from the town with its narrow, medieval-looking 
alleys, however, one rather has the feeling of having somehow "got out" into 
the open through this gate. Here you find all the things that in earlier times, 
even in Europe, the good citizens did not want to tolerate in their towns: the 
prison with the gallows, the leper colony and the "madhouse", which is my 
destination. There are also burial grounds nearby, though not within the castle 
precinct. Only the Muslims bury their dead; the castle, however, bears witness 
to a time when the Hindu Dogra kings from beyond the mountains ruled here 
(Fig.2). 

In addition to all these sites of the outcasts, the castle hill also provides space 
for the sublime. Not only at the top of the hill, within the castle proper, is there 
a temple that becomes a much-visited place of pilgrimage every year at the 
time of the spring equinox, but also on the western slope a large temple to the 
Mother Goddess attracts crowds of worshippers every day. A few steep rocks in 
the north-east, which are repeatedly painted bright red, indicate that animal 
sacrifices were once offered here not so long ago. Close by, a small pilgrim 
hostel next to a temple is gradually attracting more and more "hippies" and 
"dropouts" from the West, with and without drugs and at all levels of depravity. 
Down by Nagin Lake, still within the castle walls, a mysterious temple stands 
very close to the water. Close to the path leading down to the castle gate, an 


old, bearded "sadhu" sits in his small temple dedicated to the monkey-shaped 


god Hanuman, who receives the gifts of passers-by with a friendly face and 
blessing gestures (Fig. 3). The many half-wild dogs that always roam around 
here are also given pieces of bread. Almost every morning, especially in spring, 
when the gnarled old almond trees in the orchards turn into a sea of fragrant 
pink and white blossoms, a whole procession of pilgrims moves along the little 
road around the castle hill. This "Hari Parbhat Cakkar" - the clockwise 
circumambulation of the hill while muttering sacred formulas and verses to 
oneself - is one of the rites by which pious Hindus can earn merit. 

Towards the south, where the tall brick houses of the old town crowd close to 
the castle walls, a large mosque in Tibetan-style has clung to the hillside; there 
too, large festivals are held several times a year. Only a few metres in front of 
the castle gate, the Sikhs have also built a proud "Gurdwara", where every 
Sunday whole crowds of the turbulent Punjabis and their mostly well-dressed 
and well-fed women and children gather to sing and read their holy scriptures. 

So up here, between the outcast lowly and the respectfully kept at a distance 
exalted, was now to be my new "home"! A litthe more than a year ago, in 
September 1969, I had come to the "Medical College" - that is, the medical 
faculty of the University of Kashmir - as a visiting professor of psychiatry, in 
order to organise the teaching of psychiatry for the medical students and at 
the same time to set up a psychiatric department at this university hospital. I 
had been promised a small flat at that time. When I arrived, however, I found 
that living in these two rooms meant that I had to supervise the 80 or so 
female medical students who were housed in the same building, i.e. I had to 
act as the director of the dormitory. My protégés were partly awkward peasant 
girls from the Kashmir valley, but also quite emancipated young ladies from 
Delhi or even Malaysia. So this was a task which, as I gradually came to 
realise, was not only more difficult than herding the proverbial "box of fleas", 
but often even more problematic and tedious than managing and administering 
an "insane asylum". 

As soon as I arrived in Srinagar, it was suggested that I should immediately 
take over the "Mental Hospital", as it was euphemistically called. I insisted, 


however, that the task for which I had agreed was only to set up a department 


10 


at the "Medical College" and that an old-fashioned "lunatic asylum" fulfilling 
only protective and nursing functions was not necessary for this. When the 
previous director of the institution retired a few months later, it was cleverly 
arranged that during my holiday absence, a resolution was passed according to 
which in future the psychiatry professor at the "Medical College" should also be 
the director for this "Mental Hospital", and not only for the medical matters, 
but also for the administration! In the meantime, during occasional walks in 
that area and on the occasion of the farewell party for my predecessor, I had 
noticed that life up there was actually quite idyllic and that, above all, one 
breathed much cleaner and, in summer, cooler air than down in the city. In 
addition, I was thoroughly fed up with the office of "student mother" that had 
been forced upon me. So I accepted the new task, but only on the condition 
that I would live in the immediate vicinity of the hospital and thus not only 
formally, so to speak "for appearances", but personally exercise the very 
necessary supervision. 

So now, after I had already familiarised myself with the whole hospital 
operation and with my future co-workers, subordinates and protégés through 
several visits, I moved into the small two-room flat just next to the "Mental 
Hospital". Actually, as "Superintendent" (director), I would have had the right 
to occupy the doctor's house, which was also available. During 14 years in 
India, however, I had already noticed that one is much better off if one limits 
one's household to a size that one can manage oneself, without the help of 
servants. I therefore left the big house to one of my Kashmiri colleagues who 
had a family. I myself was content with a small house - not very befitting my 
status! - with a small house that was actually intended for nursing staff. In the 
other half of the building, which stretched out on the ground floor, a nurse 
actually lived with her husband and three children. 

At the time I moved in, this semi-detached house simply stood in the middle of 
the grounds, which could be used as a kind of common by everyone - and 
everyone's cattle and dogs - for every conceivable purpose. So if I wanted to 
sit outside and enjoy the mild autumn or winter sun, I was exposed to the view 


of the entire surroundings. Of course, there was no thought of planting a 


11 


garden. It took many months before a wall was finally built, but for the time 
being without a separating piece between the two flats. So my attempts at 
cultivation were thwarted again and again by the neighbour's children and by 
the cattle that found entry through the garden gate they had carelessly left 
open. But when finally my rather large garden was completely enclosed, the 
soil, which had been "naturally fertilised" by all the roaming creatures for 
years, proved to be very fertile. Randomly growing seedlings, sprouting from 
discarded fruit seeds, developed within a few years into handsome shade- 
giving and fruit-bearing trees. Vegetables and flowers grew almost by 
themselves. It was a joy to work in this garden in the evenings, looking out at 
the proud castle or the surrounding snow-covered mountains. 

As time went by, however, I realised that the almost two-metre-high wall did 
not offer enough protection. When the rascals in the neighbourhood discovered 
that something was growing behind it, they often went on raids during my 
absence, leaving a lot of things devastated. If I was in the garden myself, they 
took pleasure in disturbing and teasing me from their high perch on the wall. 

The neighbours in the few houses that formed a small village along the 
road opposite the hospital were naturally very curious about the stranger at 
first, and probably also suspicious. With time, however, I felt accepted. The 
owner of the little shop, who was more or less regarded as the unofficial chief 
of the neighbourhood, became my protector and helper. He even swore that if 
only one bottle of milk was ever delivered to his milk depot, it would go to me 
before anyone else. 

From my previous post as Deputy Head of the Department of Psychiatry 
at the All India Institute of Medical Sciences in New Delhi, I had been looking 
for a new job that would offer more opportunity for development and 
pioneering work than clinical operations and teaching at what was arguably 
India's most advanced medical training and research institution. During a 
chance visit to Srinagar for a commission meeting, I had immediately grasped 
that here, in the remote high valley in the far north-west of India, was an ideal 
opportunity to build up, as it were, from nothing. At the still very young 


"Medical College", the chair of a professor of psychiatry was still empty. No one 
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wanted to venture into these backward conditions. In short order, I offered my 
services at that time. What I experienced in the following 10-11 years amply 
proved that my choice had been the right one. It was indeed a matter of 
creating something new while overcoming hard resistance. However, many of 
the nuts - and nuts of all kinds abound in Kashmir! -that I had to crack were so 


hard that I often almost cut my teeth on them. 


From madhouse to psychiatric hospital 


You may have been offended by the fact that I have already used the term 
"madhouse" several times, even in the title of this book. There is a tendency 
nowadays in health care to eliminate all such terms that might indicate some 
kind of social discrimination and to replace them with, if not more human- 
sounding, then at least more scientific-sounding names. Then, however, the 
institution so named should actually correspond to what is meant by the new 
tag. Otherwise, the new name will soon be devalued again, dragged through 
the mud, so that one has to hurry to invent even more ideal, even more 
scientific euphemisms for it. 

What I found in Srinagar at that time hardly deserved to be called a 
"Mental Hospital", and even less a "Hospital for Psychiatric Diseases", as the 
new name was to be. In the local language, people spoke of the "pagalkhana”. 
"Khana" means "house"; "pagal" means "crazy". I once took the trouble to find 
out what this "pagal" might be derived from and what its original meaning 
might have been. For a long time no one could give me any information. I only 
learned by chance that it could also be used in an amiable sense, for example 
to jokingly reproach someone for being too generous. One of my students once 
even told me a nice little story that impressively illustrates this positive sense 
of the word: 

A little boy whose parents had died lived with his grandmother in rather 
poor circumstances. They had enough to eat from their own small farm, but 
cash was very scarce. One day, a fair was held nearby. The boy longed to be 


allowed to go there. With a sigh, the grandmother took out one of the few 
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coins from her "sari" and let the boy take it. "He'll probably want to buy some 
sweets or some cheap trinkets with it," she thought. When the boy came back, 
he was already calling outside the door with a cheerful voice: "Look, 
grandmother, what I've brought you!" How astonished she was when she saw a 
crudely forged fire tong in his hand! "You know," the boy explained, "I have 
noticed so many times that you burn your fingers when you hold the bread 
patties over the fire to bake them completely. Now you can do that with these 
tongs and you won't have to burn your hands." The grandmother wrapped her 
grandson in her arms. Perhaps netting his cheeks with tears of emotion, she 
tenderly scolded him, "Tum pagla ladka ho!" meaning, "You are a crazy boy!" 

Finally, however, a Sanskrit scholar once took my question seriously 
enough to think about it a little. "Originally, the word was probably 'pagla'," he 
said. "The 'pag' is equivalent to 'pak' or 'pac', which means ‘baked out’, 
‘'ready', ‘ripe’. The ‘la' is a deprivative appendage. The whole word 'pag-la’ 
would thus denote something that is 'unfinished, unripe'." Well, in German we 
also say "halbbacken". That would actually be a very beautiful and also 
scientifically tenable term: the mentally ill person as a person who, either due 
to an unfortunate heredity or as a result of unfavourable life circumstances, 
could not or was not allowed to mature according to age! Of course, no one 
thinks of this when the word "pagal" is used so lightly. 

By the way, I myself became known in the city and beyond as the "pagal 
mehm". This should actually mean "pagalkhane ki mehmsaheb", i.e. the "lady 
from the lunatic asylum". But it could just as well mean "the crazy foreigner". 

There are other terms for "insane" in Hindi and Urdu*: "unmada", as well 
as the Kashmiri "matth" or "mutth" derived from the same root, originally 
indicates a state of drunkenness, intoxication. However, it is left open whether 
this is a divine inspiration - that is, something that lifts the person thus 
affected above the ordinary human in a positive sense - or, on the contrary, a 
"minus variant", that is, a state of confusion of a morbid kind. In Kashmir, the 
Persian word "devana" can mean both "divinely inspired" and "mad". That the 
former, exalted sense is still significant is probably confirmed by the fact that 


the Kashmiri, at least the Muslims, also call their mentally disturbed "khuda 
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dost", i.e. "friends of God". 

The "Mental Hospital" with its 100 beds had only a short history as a 
medical institution. It had only been built 11-12 years ago. Until then, only a 
courtyard surrounded by barred cells had served as an appendage to the 
prison to keep socially completely intolerable mental patients prone to violence 
in safe custody. This cell complex was still part of the hospital. When I took up 
my post there, many of the cells were still occupied, some of them with old, 
chronic patients who had hardly come out of them for years. 

I learned what it was like there in the old days from the accounts of our 
oldest warders who had already worked there under the prison authorities. One 
of them told how he had once been busy giving a bath to one of these poor 
incarcerated people when an official inspection came unexpectedly. One of the 
officials asked him what he was doing here. When the good man, who at least 
had a spark of compassion for his charges, explained that he was about to give 
one of the inmates a bath, the inspector gruffly ordered him, "You'd better not; 
you're just wasting water!" 

Well, by the time I had to take over the hospital, conditions were not 
quite so bad. Nevertheless, there were still many grievances that aroused not 
only my human indignation but also my pioneering spirit. 

The building plan of the institution (Fig. 1) was actually not bad. The 
buildings - all at ground level, so that there were neither stairs to climb nor 
voluntary or involuntary window falls to fear - were arranged around a large 
rectangle. The aforementioned cell complex protruded from one corner of this 
rectangle as an irregular appendage. Only at one point was the area simply 


closed off from the outside by a high security wall. 


Legend for “Sketch of the plan Hospital for Psychiatric Diseases, Srinagar. 


The plan was drawn according to memory and roughly reflects the situation between 1972 and 1976. The 
new distribution of the rooms that I ordered and the converted toilets have already been taken into 
account. The "Hamam" building, which was only built in 1977, is only shown in outline with a dotted line 
(right in the rear part of the area). 


1 Garage and storage room for coal, wood 

2 laboratory 

3 Service room for nursing staff and dispensing of medication for outpatients 
4 entrance hall 

5 Bureau of Administration 

6 consultation rooms for outpatients (psychiatric) 

7 Consultation room of the "Medical Officer", general consultation hours 

8 Bureau des Superintendent 

9 Lounge and ballroom 

10 Tailoring and Occupational Therapy 


11 Pharmacy 


12 Bureau of the nursing supervisor and changing room for nurses 
13 Material warehouse (general) 
14 Service room and material warehouse for the guards 


15 Larder kitchen 


16 kitchen 
16a dining room with covered terrace 


17 Approximate outline of the "Hamam" building redesigned in 1977. 


F (1 and 2) wards for women (26) 


M(i-4) 1: small room with 6 beds for quiet patients (men) 


2: “Straw room” without beds, only with straw beds, for restless, unclean people 
Patients (30 - 40) (men) 


3 and 4: Rooms with 20 beds each for men 
T TOILETS (LATRINES ON THE GROUND FLOOR; FOR M 3 AND M 4 TRENCH LATRINES; IN M 2 AND TO 


PART IN THE CELLS IN A CORNER DEMARCATED AREA WITH DISCHARGE INTO THE 
open flues outside the building. - "Shower" after 
Indian system: pouring water over it from a bucket that was opened on 
low-mounted faucet is filled. In the offices and M 1 


Washbasins). 


Z cells. (Z) = cells that were used to store scrap material. 
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Skizze 1 


PLANSKIZZE HOSPITAL FOR PSYCHIATRIC DISEASES, SRINAGAR , 


RICHTUNG GEFANGNIS, NAGIN-SEE 
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Through the entrance gate, which was always wide open during the day, one 
looked into a rather pretty garden, where there was green grass, colourful 
flowers and intermittently flowering trees from spring until late autumn. This 
garden, in which most of the patients were allowed to move about freely, took 
up about two thirds of the interior space. A wide covered gallery ran along the 
wards and other rooms on three sides (Fig. 4). On the fourth side, a wall with a 
gateway that was also permanently open closed off the rear third. There was 
the infirmary for female patients, but also the kitchen, the dining room, the 
storerooms and the entrance to the cell courtyard. The separation between 
men and women was therefore actually only strictly enforced at night. During 
the day, the only things that prevented undesirable relations between male and 
female patients were the staff's usually not particularly sharp vigilance and the 
tradition of gender segregation, which apparently still exists even in the insane 
asylum. 

The 26 beds allocated to the women's ward were in fact "beds" according 
to the usual hospital model: tubular steel, painted white or grey, with a 
network of metal springs, which I later had replaced by more solid wooden 
grates. There were also such beds in two of the men's rooms and in a smaller 
room intended for the slightly ill and convalescents. One of the rooms, 
however, for patients who either had destructive tendencies or were incapable 
of observing even the most primitive rules of cleanliness and hygiene, was 
furnished only with a layer of straw. While the other halls had an annex with 
bathing cubicles and latrines, this "straw hall" had no sanitary facilities at all. I 
count it as one of the great deeds of my life that I soon managed to demarcate 
a small compartment in one corner of this room, behind which the patients 
could defecate in a recess in the floor. Through an opening in the wall, the 
excrement was then flushed away by the cleaning crew into the open sewers 
outside the building. Until then, each morning the dirt not only had to be wiped 
up from the floor and read out of the straw, but often also scraped off the 
walls! The cells, too, as far as they were still in use, were provided with similar 
furnishings at my suggestion. 


Even structurally, there were many things I would have liked to change 
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at the first attempt. However, it was necessary to proceed cautiously, not only 
because it would have been difficult to obtain additional budget funds 
immediately, but also because first of all the staff had to be reaccustomed, re- 
educated and partly also renewed. Even the best new facilities, if they had 
been used in the old slovenly style, would hardly have been able to prove 
themselves. 

I soon noticed that not only the hospital staff, but also the neighbours 
were initially quite sceptical, even suspicious, of my reforming zeal. I felt 
strong resistance especially when it came to proposals or orders whose 
realisation would have meant more work, more care and less opportunity to 
profit for one's own good. 

As will be explained in detail later, almost everyone was used to getting 
something out of the enterprise for themselves. Who could control where the 
material went? If one of the patients or perhaps a relative dared to complain or 
accuse someone, there was always the welcome excuse: "He's crazy! You can't 
believe anything he says!" 

The hardest battle I had to fight in the course of this transformation of 
an "insane asylum" into a "psychiatric hospital" was probably the 
reorganisation of the medication allocation. The budget item for medication 
was not that meagre. However, I found out that only a small part of it really 
benefited the psychiatric patients in the form of the psychotropic drugs that 
had already been introduced in India for many years at that time. Presumably, 
even the few tablets that were actually distributed to the staff for dispensing to 
the hospital inmates somehow found their way back to the market outside the 
hospital. If a patient was then, without the prescribed medication, overly 
agitated, he was dragged by force to the daily electroshock session. 

The main part of the budget item for medicines was used by my 
predecessors to run a small general medical polyclinic, which supplied not only 
the employees and their relatives, but also the whole neighbourhood including 
relatives and acquaintances with sometimes quite expensive remedies, free of 
charge of course. This not only won the neighbourhood a friendly attitude and 


tacit coverage for the hospital's grievances; the doctors were also able to 
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attract customers for themselves. Outside the very sparse working hours in 
Kashmir - in summer from 10 a.m. to 4 p.m., in winter only from 10.30 a.m. to 
4 p.m. - they all had private practices. 

This medical consultation was certainly not urgently needed. Barely ten 
minutes away was a small government hospital, which not only had a polyclinic 
staffed by specialists, but also operated a permanent emergency service. There 
were also government health centres within easy reach and, of course, a whole 
host of private doctors, along with countless pharmacies and drugstores. 

As soon as, after a few months, at the beginning of the new financial 
year, I was given the opportunity to plan the medicine purchases myself within 
the new budget, I drastically restricted the expenditure on general medicines. 
There should be a sufficient quota left for psychotropic drugs, not only for the 
hospital inmates, but also for the psychiatric outpatient clinic, which now had 
to be built up. Until now, psychiatric patients had mostly only been brought to 
the hospital when their relatives requested their admission. There was a law 
passed by the British rulers that required the authorisation of a magistrate and 
two medical certificates for the admission of an intransigent and unruly patient. 
My predecessor, however, had already accepted as "voluntary inmates", on his 
own responsibility, those sick people whose relatives were prepared, 
unconcerned about the patient's consent, to sign a declaration or put a 
thumbprint on it. Under the prevailing circumstances, this was certainly 
correct. Many of our patients, along with their relatives, were illiterate, helpless 
people from the countryside. For them, compliance with public regulations 
would have meant an unreasonable burden and also the risk of financial 
exploitation. The danger of abusing this liberal practice to "dump" unwanted 
relatives was thus far less than that of rejecting cases that actually needed 
urgent psychiatric help. 

I was happy to continue this liberal regulation of admissions. However, I 
was careful enough to inform both the medical and legal authorities about it 
and at the same time to enclose sample copies of the admission request to be 
used and other forms I had drafted. However, in the almost 10 years of my 


work, I never received a response. 
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The only 100 beds, which had to serve as the only psychiatric care and 
treatment possibility for a population of about 2% million widely scattered in 
this mountainous region, were usually occupied. Often the hospital was even 
overcrowded, all the more so as no active efforts had been made to discharge 
patients once they had been admitted. 

As I had already proved through my one year's work at the general 
hospital of the "Medical College", it was possible to offer help in many cases 
without hospital admission by administering psychotropic drugs. An expansion 
of the previously very rudimentary outpatient service of the "Mental Hospital" 
was therefore an urgent necessity. 

However, when our neighbours heard that their "rights" to free treatment 
of all their own minor and major ailments and afflictions were to be abridged in 
order to give the psychiatric patients the medicines to which they were much 
more rightfully entitled, there was great uproar. One evening, an excited mob 
gathered outside the hospital gate. With raised fists and loud voices, they 
threatened and cursed me if I dared to touch their right to free treatment. 
Fortunately, I managed to remain calm. With the help of a courageous young 
doctor who was completely on my side and cleverly functioned as an 
interpreter, I made approximately the following statement: "Of course, we will 
continue to maintain a kind of "first aid service" for you, our neighbours. 
However, medicines should only be given out free of charge to the extent that 
this is also the case in other government outpatient clinics. After all, it is in 
your own interest to discourage those living further away from seeking care 
from us." I also tried to raise understanding for the fact that nowadays, in 
contrast to the time when the hospital was built, there are medicines with 
which psychiatric patients can also be successfully treated on an outpatient 
basis. "Is it not also a matter of pride and satisfaction for you, our 
neighbours," I concluded my speech, "to have a hospital in your midst that 
offers competent, modern and above all humane and honest treatment and 
care for these outcasts? No one else in the whole province cares for them." The 
shouting gradually died down to a murmur, and the crowd finally dispersed. 


However, suspicion and resentment were still felt for a long time. 
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The "general polyclinic" continued to exist on a modest scale, not only to 
provide basic care for the neighbourhood, but also as a "triage point", so to 
speak, for outpatient psychiatric patients. Often it had to be clarified before the 
psychiatric examination whether the symptoms of exhaustion, confusion, 
depression, anxiety might not merely be the consequences of a physical illness 
or a chronic lack of nutrition. 

The psychiatric polyclinic, however, which was run daily not only at the 
"Mental Hospital" but also at the general hospital of the "Medical College" 
(completely free of charge, of course, as was the stay in the hospital), enjoyed 
increasing popularity among the population. It was soon realised that help was 
available there not only for desperate cases of mental derangement and 
confusion, but also for milder disorders, such as anxiety, depression, hysterical 
manifestations and attacks of "possession", unspecified physical complaints, 
learning difficulties, behavioural disorders in children and finally also for 
epileptic seizure disorders. Whereas in the beginning 80% or more of the 
patients visiting us ourselves or brought by relatives were still psychotics, i.e. 
really "crazy", over the next few years this percentage dropped down to 40- 
50%, of course with a simultaneous considerable increase in the total number 
of patients. It was remarkable that this increase, especially in the milder cases, 
was not at all due to increased referrals by doctors or even teachers or 
authorities, but that eventually about 70 % of our clientele came to us on the 
recommendation of other patients who were already "cured" or still undergoing 
treatment. Even the so-called "stigma", i.e. the social discrimination that is 
supposed to be associated with the use of a psychiatric institution, did not stop 
people from seeking help at the "Mental Hospital". On the contrary, people 
even preferred to go up there instead of visiting the general hospital down in 
the city. The reason for this was that here, at the "Mental Hospital", they would 
find more "hamdardi". This literally means "we-pain" and should therefore be 
translated roughly as "human compassion". 

However, I am already getting ahead of myself and first have to report 
on the staff I had at my disposal to realise my plans. 


My predecessor, a Kashmiri Pandit (i.e. a Hindu Brahmin), had been a 
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doctor trained in psychiatry, albeit later in life; his deputy, the "Deputy 
Superintendent", also a Hindu, had been employed a year ago fresh from 
psychiatric training in Bombay. Both, however, had obviously devoted more 
effort to building up their private practice than to improving conditions at the 
hospital. One resident was severely hard of hearing and could hardly 
communicate with mentally normal people; communication with the psychiatric 
patients was apparently hardly attempted. The other assistant, only recently 
assigned, was fortunately an upright and energetic young Muslim who stood by 
me very loyally and provided valuable help especially in administrative 
matters. 

At the "Medical College", on my arrival a year ago, I had met a younger 
psychiatrically trained colleague, a Sikh who later became "Assistant 
Professor", and a clinical psychologist, Kashmiri Pandit. Together with these 
two, who however did not show excessive zeal for work, I had undertaken to 
introduce the respective sub-assistants and in time also two regular assistants 
to psychiatric work. In time, I was joined by a social worker, who for the time 
being I was only training as a beginner. Like myself at the beginning, these 
staff members divided their time between the "Mental Hospital" and the 
general hospital. They were available for the outpatient department on certain 
days and could also take on circumscribed clinical tasks for the hospital 
inmates, but they were not available for the permanent supervision of the 
hospital operation and above all not for emergency duty. 

In the beginning, there were only 2-3 nurses and 2 orderlies. The latter 
two had completed a one-year course in psychiatric nursing at the "All India 
Institute of Mental Health" in South India, but found little opportunity to use 
what they had learned. One of them was a weak and conceited type quite 
unsuited for the task. He had probably been sent for special training because 
an uncle in one of the ministries had lobbied for him. The assistant nurses, the 
so-called "Nursing Orderlies", were unskilled people with rarely more than 6 - 8 
years of schooling. The supervisors for the women could not even read and 
write. But among these little respected and poorly paid people, there were 


those who really worked for the patients in an exemplary manner and with 
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genuine human concern. 

higher in rank than the auxiliary nurses were the so-called "warders", i.e. 
the "wardens", whose designation and scope of duties still came from the time 
when the mentally disturbed were housed in prison. At least some of these 
mostly older employees could read and write enough to make the entries in the 
"warders' journal" at the gate, which were supposed to provide information 
about patients entering and leaving the hospital and the daily occupancy of the 
beds. Throughout my work at the hospital, I tried again and again to make it 
clear to the authorities that it was inappropriate and prevented real progress in 
a psychiatric hospital, which was even supposed to serve as an academic 
teaching institution, if the medically untrained guard staff were ranked higher 
and respected more than the auxiliary nurses who did the actual nursing work. 
However, I did not succeed in changing this situation. 

There was also aé_ laboratory assistant and _ several’ so-called 
"compounders". These were actually more or less "pharmacist's assistants", 
but in rural areas they were often also used as a kind of "barefoot doctors". In 
the hospital, they were mainly responsible for managing the stock of medicines 
and for dispensing them to the hospital inmates, but also to the outpatients. 
Their position corresponded more or less to that of trained nursing staff. 

The staff of "sweepers", i.e. the cleaning team, was quite large. Under 
the control of a "sanitary inspector", a "hygienist", they were responsible for 
keeping not only the wards and latrines clean, but also the doctors’ offices, the 
polyclinic rooms and the administrative parts of the building, and above all the 
garden and the immediate surroundings of the hospital. These almost 
invariably illiterate people came from a special Muslim clan devoted to either 
shoemaking or menial cleaning work. The old "jamadar" (something like a 
"field sergeant"), who had a reputation for great holiness, was for most of 
them not only the "boss" but also the biological father, father-in-law, uncle or 
even grandfather. The whole clan did their often very unsavoury work with grit 
and admirable cheerfulness. They were grateful to me for trying, wherever 
possible, to improve the hygienic facilities, or often to create them in the first 


place, and thus to make their service easier. 
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In addition, of course, there were administrative staff, kitchen staff, an 
electrician who would also function as a locksmith, a tailor, a launderer, a 
barber and two gardeners. 

In itself, this staffing level was by no means sufficient for the various 
tasks, especially when one considers that the individual work shifts were only 6 
hours each. In addition, there was the extremely popular institution of "casual 
leave". In addition to the regular holidays, which were usually accumulated 
over the years into longer holiday periods, everyone had the right to be absent 
from work for 16 days a year by giving notice at short notice and without 
giving a detailed reason. This was mainly to cover absences during short 
illnesses. Most employees, however, made use of it as extensively as possible 
for quite banal purposes. For example, if the weather was too cold or wet, they 
simply stayed at home. Illness of relatives, accompanying a family member to 
a medical examination or visiting a hospitalised relative, weddings, unexpected 
guests from out of town, urgent household business all had to serve as reasons 
or at least excuses for such days off. Actually, one should have signed off the 
day before so that the duty rosters could be changed accordingly. But rarely 
did anyone do this. You had to be happy if at least on the day itself you 
received a cancellation by phone, in writing or even just verbally. So there 
were unexpected absences almost every day and thus usually shortages of 
Staff. 

Although there were some kind, friendly people among these 80 or so 
employees who treated their protégés with benevolent humanity, a very rough 
tone prevailed in general. Whenever an incident was reported, I hardly ever 
got to hear the names of the patients concerned. It was simply said that "a 
madman" - "koi mutth" - had done something or had a special need. Even 
after several years, I could occasionally see patients being pushed around in a 
rough manner or even beaten. But if you confronted someone about such an 
incident, they would promptly deny everything, even if they knew that I myself 
had been an eyewitness. Once I caught a whole group of employees playing 
cards in an attic during working hours, of course with money stakes. This was 


also stubbornly denied. Human concern did not even go so far as to provide 
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the entrusted sick with at least the full food, clothing and medication to which 
they were entitled. They tried at every opportunity to gain material advantages 
at the expense of the patients. Only gradually did I discover all the tricks that 
were used for such purposes. Some of this will be reported later. 

One of my first tasks was therefore to get to know personally the chronic 
patients who had been vegetating almost anonymously until then and who 
were least able to defend their rights themselves, and to help them regain 
some measure of human dignity. I found that hardly any medical records had 
been kept on these permanent inmates. In some cases, one did not even know 
which personal data belonged to which patient. Their names were hardly ever 
used and, if they were, then at random, so that there was sometimes 
permanent confusion. 

About half of the patients I had to take over had been hospitalised for 
more than a year, and a smaller group of them had already been taken over 
from the prison 12 years ago. Many of them never got a visit from their 
relatives and it was hardly known anymore where they had originally come 
from. Some of them - especially the Hindus - had come here as refugees in 
1947, when India and Pakistan separated, or had been transferred from similar 
institutions in Pakistan, so they no longer had a home outside our hospital. 

With the help of the assistants I had brought with me from the "Medical 
College", I tried to find out something about their origins and the reasons for 
their hospitalisation from these figures who were staring at dirt, mostly naked 
and wrapped only in ragged woollen blankets, and at the same time to assess 
whether there was still any hope of rehabilitation. Unaccustomed to such 
human attention, some hid as we approached; others ran away in fright; still 
others burst into tears when they heard friendly voices and concerned 
questions about their welfare. Many, however, simply remained closed, not 
trusting such astonishing interest or perhaps too hopeless to once again 
dismantle the walls of protection and defence they had erected inside and then 
perhaps be disappointed again. Even today, I remember quite a number of 
them, especially, of course, those who continued to remain under our care in 


the following years and some of whom we were able to bring back "to life". 
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It must be said in advance that the names of patients used occasionally 
in the following are all fictitious. Although there is not the slightest likelihood 
that any of the readers could recognise anyone, this is formally intended to 
preserve medical secrecy. As for occasional ages, these are mostly crude 
estimates, since illiterate Kashmiris can hardly ever give their date of birth. 

One of the patients whose origin was not known was old Shivraj, that is, 
a Hindu, a real vagabond figure. He was constantly busy gathering up 
everything that could still be of some use: Scraps of paper or cloth, scraps of 
thread, nails, tins, strings, bits of wire and more. He carefully put new patches 
on his ragged clothes. If he didn't have a needle, a long spike had to do the 
job. He could not tell us anything about his past. But he seemed to have found 
a contented equilibrium. The world outside, which had cast him out, was 
indifferent to him. If only he got enough to eat here, found a corner to sleep in 
and was not disturbed while doing his handicrafts, life was apparently all right 
for him. 

Another Hindu who still retained some human dignity was old 
Shankaranand. He was said to have been a "holy man". He usually looked 
depressed, sad, as if he had to bear the misery of the whole world. From time 
to time, however, he would become agitated and then curse with his face 
contorted in hatred towards his imaginary enemies. Finally, as he had calmed 
down visibly with age, and probably also under the effect of medication, he 
could be released to relatives in his distant village. 

Dinanath, the tall, gaunt "pundit" with the egg-shaped fat growth on his 
forehead, also still had relatives, but they had hardly cared for him for years. 
Only when he became a little more accessible under the newly prescribed 
medication did relatives once take him home for a winter. In the spring, the 
time of year when such patients are overcome by the urge to wander, he was 
brought back to us again, fixed in a crouching position. Apparently he had 
simply been left to sit in a corner on the floor all winter until his hip and knee 
joints had completely stiffened. Even so, he could still move around quite 
nimbly in a crouching position. We gradually discovered that he was a good 


drummer. So he became one of the main members of our small music group, 
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which gathered in the garden almost every day to entertain the patients. 

Better off was Om Prakash, still quite young, who had once been a fairly 
successful student, but now for years had been wandering around the garden, 
mostly naked or wrapped only in a woollen blanket, and just staring at you 
impassively, with blank expressions, when you tried to relate to him. When the 
depot psychotropic drugs were introduced in the early seventies and we were 
asked by the distribution company in India to carry out the first trials on our 
chronic patients, he was among those who reacted amazingly to this new 
treatment, even awakening to new life, so to speak. After years of 
hospitalisation, he was discharged in good condition and was able not only to 
help in the family business but also to give private lessons. 

It had become clear to me, even before I came to Kashmir, that in a 
country like India one must never confuse or equate "chronic" with "incurable". 
The chances of a mentally disturbed person being given effective treatment are 
so slim in some places, even nowadays, that amazing surprises can be had 
now and then in seemingly hopeless "old" cases with relatively little 
therapeutic effort. 

A touching figure was the so-called "Habscha", a feeble-minded middle- 
aged man who in his helplessness appeared much younger than he actually 
was. Presumably, the otherwise harmless lad had once been "deported" to 
hospital by his family in a state of agitation. Hardly anyone knew what his own 
name was. If you asked him about it, the answer was always "Habscha". This, 
however, was the name of his brother, "Habib Shah", for whose visit the 
patient waited in vain for years. Even good-natured but clumsy, he later once 
got in the way of an agitated fellow patient and died from the injuries 
sustained. No one came to mourn him. 

The most impressive figure was probably Karim, who had occupied a cell 
almost permanently for years, even before the hospital opened. He was a tall, 
slender man who was usually completely naked. He could only see with one 
eye and had a strangely curved nose. It was said of him that he was very 
dangerous and had killed several people before his internment. His name had 


to be mentioned in a report we had to make to the government every year 
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about mentally ill people who might be a danger to the safety of the Prime 
Minister and other high-ranking personalities. For this reason, they did not 
dare to release him from the cell. When he was approached there, separated 
by the bars, he behaved in a quite amiable manner by regularly inquiring - as 
is required by Kashmiri decency - whether he had eaten properly. Later, under 
the protection of depot psychotropic drugs, we dared to let him out into the 
cell yard or even into the garden during the day. This went quite well for some 
time; he could even be downright friendly, even affectionate, with fellow 
patients. Suddenly, however, presumably on the orders of "voices" he heard, 
he would strike blindly with great force, only to be dismayed and ashamed 
himself afterwards at what he had done. 

Once, when Karim had already been hospitalised for at least 16 years 
according to his scanty medical history, an older man appeared with a lad to 
visit him. As this was the first visit for many years, I first enquired about the 
origin and the intention of the two people. I then learned that the young lad 
was Karim's only son, who had been only a few months old at the time of his 
father's internment. Now, at a very young age, he had been married to the 
daughter of his companion, and the father-in-law wanted to put in order the 
title deed for the land that belonged to the patient. A certificate was needed 
from us that the boy's father was not capable of managing his property himself 
and thus the ownership rights should be transferred to the son. At the same 
time, of course, the boy wanted to use this opportunity to finally meet his 
father. 

A touching scene then took place in the bare cell yard. When Karim was 
told that this was his son, he greeted him very tenderly. The boy burst into 
tears; the "crazy" father lovingly comforted him and shoved pieces of the rolls 
into his mouth that the two visitors had brought for the patient. Karim was 
obviously shaken, but was careful not to get too hopeful. The fellow came two 
or three more times until the legal matter concerning his property was in order 
with the help of our certificate. Then Karim was again left without a visit. 

Incidentally, we learned from the son's father-in-law that although Karim 


had never killed anyone, he had sometimes suddenly become threatening, 
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similar to what he occasionally did to us. If modern psychotropic drugs had 
been available at the time he was taken into custody, this man could have 
been cured of his schizophrenic episode and rehabilitated in a short time. As I 
have since learned, he later managed to escape from the hospital and has 
remained missing ever since. 

Tsering, a stocky, hulking Buddhist from Ladakh, seemed a bit scary at 
first sight. He was said to be a man-eater, and looking at his mighty protruding 
canines, which reminded one of the images of the "wrathful deities" in Tibetan 
temples, one could easily believe this. In fact, however, he was quite good- 
natured and, since no one understood his language and rarely once other 
patients from Ladakh were temporarily hospitalised, quite helpless and lost. 
After years, he still wore his Buddhist-style hand-woven woolen robe closed at 
the sides. It stared from dirt and vermin. For him, however, it probably meant 
the last connection with the lost homeland, his "identity". I myself was very 
clear about this and, for once putting the requirements of hygiene to the back 
of my mind, I gave orders to take great care to preserve this garment for him. 
Once, however, during my absence, the cleanliness fanatics I had bred in the 
meantime took charge of him. Against my warning, they snatched his garment 
from the reluctant Tsering and burned it immediately. When I returned, I found 
a clean and freshly dressed but completely distraught and sad Ladakhi. I 
immediately ordered the tailor of the institution to sew a robe according to the 
Buddhist cut. This was done, but it was not enough. Without his native cover, 
Tsering simply faded away quietly and sadly and was found dead one morning 
in his camp. 

What I remembered most was the first examination and interrogation of 
Nazir, a shy, frightened-looking, middle-aged Muslim who had also spent many 
years in a cell. His facial expression reminded me of the overwhelmed 
amazement of a child for whom the world is still too big. He liked to keep to 
the smallest and smallest things. He had the habit of picking up very tiny 
things from the ground, for example a petal, a small stone, an ant or even just 
a crumb of earth, looking at them closely on his palm and either talking to 


these miniature objects in soft, gentle tones or, if someone was interested, 
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telling others about them. One had the impression that one was looking at a 
very sensitive person whom life had probably touched too hard. One also 
hardly knew anything about his past and the circumstances of his 
incarceration. 

When I tried to initiate a relationship with him by inquiring in a 
concerned tone about the reasons for his being here, he initially ran away in 
fright. Only when I tried a second time to tell him that he was also a human 
being and had once been a mother's child, did he reluctantly agree to talk to 
me. For this, however, I needed the help of my young assistants as 
interpreters. I myself could speak and understand Urdu, the written language 
in Kashmir, fluently, but I knew little of the Kashmiri colloquial language. My 
assistants, who were supposed to translate the patient's statements for me, 
scornfully told me after a short hearing that the man was only talking "stupid, 
irrelevant stuff". I insisted on knowing what he was saying. As I have often 
done, I explained that nothing a psychiatric patient says is really "irrelevant". 
"Irrelevant" literally means "something that does not emphasise or highlight 
anything". What a patient says, however, is always intended to lift something 
out of the darkness of silence or not being understood, even if it is not what 
we, for our part, expect of them. To which he replied, still in an indifferent, 
slightly impatient tone: "Oh, he's just talking about a tree that's been cut 
down." 

"But don't you see that he is perhaps talking about his own failed life?" I 
asked my assistants. Shrugging, they smiled at my wisdom, and none were 
willing to pursue the subject further. Now I took up a pen and drew a picture of 
a tree stump on my notepad (Fig. 2). Nazir obviously understood that this was 
meant to be a representation of what he had said and nodded in agreement. 
Then I let new twigs sprout from the bark zone of the cut surface of the stump 
and, pointing to them, I asked - now again with the help of the interpreters, 
who were beginning to realise that perhaps not everything was simply 
nonsense - whether it would not be possible for something new to grow on him 
too. Nazir shook his head sadly in the negative. "Yes, what kind of fruit would 


this tree have borne if it hadn't been cut down prematurely?" I wanted to 
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know. The answer we received made a deep impression even on my 
incredulous assistant: "Snakes, spiders, scorpions would have grown on it," it 
said. 

"You see," I now explained to my assistants, "it may be that a person 
sacrifices himself, so to speak, and goes "mad" in order to avoid becoming 
"evil" or even "criminal" instead." In English, of course, this sounded much 
better, as the two possibilities, "mad" or "bad" in the form of "mad or bad" can 
be juxtaposed very succinctly. 

Among the women, there was only one who had already spent many 
years in hospital: old Kothini (Fig. 5). She acted, so to speak, as "the great 
mother" or perhaps rather "mother-in-law", i.e. as the head of the women's 
chambers. Her characterful, sunburnt face was framed by short-cropped white 
curls. Her stern criticism and sarcastic humour were not only felt by her fellow 
patients, but also by us doctors during our daily rounds. She had it in for the 
youngest assistants in particular With a disparaging expression and 
occasionally with unmistakable gestures, she made insinuating remarks about 
their presumed "masculinity" or fashionable clothing. "Wasn't Adam naked?" 
she once mocked a smartly dressed sub-assistant, masterfully imitating his 
smug, slightly mannered behaviour with her gestures. 

Once she let her relatives, who still visited her occasionally, persuade her 
to come home for a while. After only a few days, she returned to us at her own 
request and with a sigh of relief. Outraged, she told us that this was not love, 
what these so-called relatives had shown her. She had only wet the bed a few 
times at night in a deep sleep - and that was why they had taken the liberty of 
reproaching her! Obviously, "at home" she had not been able to claim the 
position as "family elder" that she was entitled to in the hospital. She gave me 
and the social worker a heartfelt hug to show that she felt our attention was 
more loving. 

By the way, such expressions of love were by no means rare. The men 
confined themselves to massaging my legs as a sign of adoration and affection. 
In India, this is a service that even the poorest person can render to his fellow 


man, and in a family the younger members are obliged to render to older 
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people. The women, however, had no inhibitions in expressing their grateful 
and tender feelings. Once I even suffered a bruised rib when an old 
shepherdess pressed me too impetuously against her heart! 

After I had succeeded in making something of this human spirit palpable 
everywhere in the hospital, foreign visitors, especially American colleagues, 
were often very astonished when they observed how friendly and cordial the 
relations between patients and doctors, sometimes also the nursing staff, were 
in our hospital. "We've never seen anything like it," they would say. "Here, in a 
psychiatric hospital, when a doctor enters, most patients run away or try to 
hide. And here they come up to you and hug you!" They always noticed that 
our hospital, although ridiculously poor compared to western hospitals in terms 
of technical facilities, level of training of the staff and available medication, had 
something to offer that had withered away there. 

Of the 50 or so "permanent patients" I had taken on when I started, and 
about whom I always kept separate statistics in the following years, only 6 
were still permanently in the hospital after almost 10 years. Some had died, 
others had escaped; a good number, however, could be rehabilitated with the 
help of psychotropic drugs, especially depot injections, to such an extent that 
they could either be permanently reintegrated into life "outside" or at least 
spend longer periods of time at home between renewed short stays in hospital. 
The percentage of patients who had been permanently hospitalised for more 
than a year was thus around 20 %. Even among this residual group of 
"chronic" patients, there were people who could actually have lived quite well 
in a reasonably benevolent and protected environment outside the hospital. 
However, their relatives had "written them off", and there were of course no 
residential homes or sheltered workshops for discharged patients. 

In the end, the average length of stay of newly admitted patients was 
only 4 - 6 weeks. For many, the temporary 
For many, the temporary admission to the hospital served only as crisis 
intervention and to adjust to a suitable drug treatment, which could then be 
continued on an outpatient basis. In order to give the relatives the security 


that a patient could be brought back to us at any time without formalities if he 
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or she was not on probation or if the condition worsened, we introduced a very 
liberal system of temporary leave of absence or "discharge on probation". 
Thus, over time, I managed to reduce the bed occupancy to 85-90% on an 


annual average. 


The elements 


In a report on a modern psychiatric hospital in the West, it would hardly occur 
to anyone to refer to the elements of nature - air, earth, water and fire. One is 
too far removed from them there. The air inside the buildings is often already 
artificially air-conditioned, while outside one risks breathing air polluted by 
factory chimneys, nearby motorways or even just city streets and still other 
civilisation epidemics. The earth is most likely to be felt by those who have the 
good fortune to be assigned to the nursery for occupational therapy, and 
perhaps also in the form of clay by those who are engaged in pottery and 
modelling in the arts and crafts studio. The water, which flows cold or hot at 
will and of course impeccably clean from the pipes, is a matter of course; and 
one probably only asks for "fire" if one wants to light a cigarette. And yet, 
contact with nature, with its most elemental forces, can be so important and 
healing, especially for psychiatric patients! An Indian patient in New Delhi, but 
who had grown up in the countryside, once told me: "There are times when 
everything, and especially all human contact, seems to be poisoned. Only the 
earth, the sky, the wind, trees, flowers, mountains still have a healthy, 
beneficial effect. And it is precisely from these that we are cut off when we are 
put in a psychiatric hospital!" 

In our hospital in Srinagar, we were still very freely exposed to the elements, 
indeed we really lived with them and through them, just as our patients were 
still used to at home in their villages. 

It has already been mentioned that our patients rarely stayed in the wards 
except at night. After the doors were opened in the morning, the whole day 
actually took place outside in the fresh air, either in the garden or, in rainy 


weather, on the covered galleries (Fig. 4). Even meals were usually taken 
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outside the dining room in the open air. Out there in front of the city, near the 
lake, the air was actually still pure. There were sometimes bad smells, as is the 
case everywhere where agriculture is practised nearby. But the pollution was 
detectable and one knew where it came from and that it would not last. 
Originally, the wards had window panes. When I arrived, however, I found 
most of them broken. So the useful protective effect was minimal, but the risk 
of injury was considerable. Since the halls were only used for sleeping anyway 
and it would never have occurred to any of our mostly illiterate patients to 
want to read something there, I suggested removing these glass windows 
altogether and replacing them with solid wooden shutters. For ventilation 
purposes, they should have a small gap in the upper part covered with wire 
mesh, as is the case in most old Kashmiri houses. In summer, these shutters 
were left open, at least on the side facing the hospital garden; in winter, they 
could be closed to protect against the cold. On the outside of the rooms, they 
were uSually kept nailed shut to prevent uninvited gawpers from trying to 
satisfy their curiosity or even irresponsibly slipping cigarettes and matches to 
the patients. The fact that all the windows were additionally secured not only 
with mosquito nets but also with iron bars was hardly perceived by anyone as 
an inhumane restriction of freedom. Not only in Kashmir, but also in most other 
parts of India, such protection is not only common, but also very necessary 
today, in view of thieves, robbers and wild animals. In my home too, these 
bars were a matter of course. 

So, too, the barred doors that closed off the cells were not perceived as 
something unreasonable or even as torture, either by their inmates or by the 
staff or visitors (fig. book cover). Indian colleagues from modern psychiatric 
departments in general hospitals, influenced by Western ideas, occasionally 
reproached me or made me feel their disdain because of this "medieval 
cruelty". The counter to this was that for most of our patients, isolation in a 
completely closed room, with no possibility of contact with other people, would 
have been something extremely frightening. The bars allowed them not only to 
see and hear what was going on outside, but also to touch or even exchange 


small gifts with other patients or staff who approached them. Many of our 
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patients apparently - just as one would assume with animals in a zoological 
garden - did not regard their cells as a restriction of freedom, or not only, but 
on the contrary as protection. Vacant cells whose doors were open were often 
deliberately visited by patients in order to enjoy peace and security there. 

In the future, one will perhaps ask - or one can already justifiably do so today 
- whether such confinement behind bars, which allows communication with the 
outside world, is not more humane than isolation in a "single room", no matter 
how well equipped, in which one is never sure whether someone is not peeping 
in through the uncanny "glass eye" in the door. Above all, it is perhaps more 
freeing than the suppression of all feelings, all mental and physical activity 
through enormous doses of psychotropic drugs, which many patients feel as 
cruel restraints and often reject. 

Even if our budget had allowed us to administer psychotropic drugs in such 
high doses, this would not have been recommended: Many of our patients, 
when admitted to us, were in poor general health and often reacted to such 
drugs quite suddenly with dangerous side effects. Moreover, neither the 
patients themselves were able to report their physical sensations and their 
disorders in an understandable way, nor were our staff sufficiently trained and 
also careful to observe vigilantly and report alarming phenomena in the form 
of side effects and complications in time. Relatively low doses of psychotropic 
drugs and the greatest possible contact between patients and staff therefore 
offered the best guarantee against unpleasant incidents. 

However, there was another reason why even I, with my western training in 
psychiatry, after some initial disconcertment, no longer took much offence at 
the fact that certain patients had to be kept in cells at times. In the West, one 
expects psychiatric patients, especially schizophrenics, to manifest symptoms 
of illness mainly in the area of thinking, then also talking, but only in very 
acute and severe cases also in violent or at least unreasonable behaviour. With 
mentally less developed people it is apparently common that one does not, or 
not only, "think or talk wrongly", but that one "goes astray" as a whole, so to 
speak with one's entire psychomotor system. You actually "wander" around the 


village or the country, so you are literally "off your rocker". One may push 
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aside the customs and mores of society to the point of throwing away one's 
clothes and roaming about naked; one gives vent to one's hostile feelings and 
destructive tendencies by assault, arson and other violent acts. Naturally, a 
restriction of the freedom of movement and action is necessary not only for the 
protection of the environment, but also in the interest of the sick person 
himself. Most of the time, the person who has got out of hand in this way, 
when he regains his senses a little, is frightened by what he has done. Shame 
and fear of retribution may then drive him deeper into psychosis, in which one 
is relieved of responsibility for one's actions and can probably also escape the 
call of one's own conscience. It seems to me that certain practices of 
traditional healing artists, which may seem cruel to the Western observer, are 
designed to prevent precisely this risk of a secondary escape into illness; the 
sick person is given the opportunity to suffer a kind of "atonement". At the 
same time, he is brought back into society and placed in it, in that the blame 
for what happened is not placed on him but on a "ghost", which is then 
exorcised under impressive ceremonies. 

All these considerations did not, of course, prevent me from keeping a strict 
watch that no patient was ever kept locked in a cell without urgent need, nor 
from my efforts to make the cells more hygienic and comfortable over time. 

As an alternative to confinement, chains were still occasionally used, with 
which sometimes patients had already been shackled by their relatives. Now 
this was something that I myself considered even more inhumane than 
isolation. However, as much as I fought against it, I could not get the staff to 
give it up. They were particularly dangerous patients who were secured by 
chaining them to the bed at night and to a support post on the terrace during 
the day. Somewhat greater freedom of movement was granted when two 
patients were chained together, each by one foot or wrist, provided the pair 
was chosen so that they did not pull in different directions and get into fights 
with each other. They could then walk around the whole hospital area together, 
but were prevented from escaping quickly. My inability to eradicate this stain 
from the image of our hospital made me feel again and again in all humility 


that in the pursuit of high ideals one cannot get beyond the limitations 


Sih 


imposed on one by stupidity, laziness and selfishness of one's fellow men. 

In keeping with this open-air atmosphere of our hospital was the fact that our 
polyclinic was held outside in the garden whenever the weather permitted - 
and that was often the case well into winter. As a result, except for myself in 
the early days, no one felt that their need for privacy was compromised. One is 
used to everything happening in public in Kashmir. Telling one's medical story 
within earshot or even with the active participation of other patients and 
relatives is much less threatening than having to talk to a doctor alone in 


private. 


* OK OX 


There was no lack of opportunity for contact with the earth, especially also in 
that form commonly called "dirt", for anyone in our hospital. Most of the 
hospitalised patients came from villages and peasant backgrounds. Their 
rough, furrowed hands and often bare feet bore witness to hard work in all 
weathers. For their rehabilitation, an occupation with agricultural work would 
have been the ideal. However, the gardening work, for which volunteers always 
came forward, did not offer enough opportunities. There was plenty of land 
around the hospital, but it was not fenced and could not be cultivated. For 
years I insisted that a perimeter wall was urgently needed, not to prevent our 
patients from escaping, but to give them and the land belonging to the hospital 
the necessary protection from intruders of all kinds. Finally, the credit for the 
wall was granted and it was actually built - under great protest from our 
neighbours, who thus lost their "Allmend"! - I did not live to see the cultivation 
of the land with vegetables, possibly also medicinal plants, which could have 
flourished there magnificently, because neither for the additional water supply 
nor for the necessary personnel were the proposed budget items approved. 

Outside this compact, walled-in district immediately around the hospital, we 
still owned a fairly large piece of land on the other side of a small road leading 
down to the lake, on which gnarled old almond trees grew. There was little to 


harvest. The trees, most of which were already past their prime, were hardly 
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cared for. If, however, they showed by some blossom decoration that 
something would be up for grabs, the boys of the neighbourhood would already 
get behind them when the fruits were still very small and hard as a rock. The 
annual auction of the yield, which we had to publish at the time of flowering, 
therefore only rarely found interested parties and only brought us a rather 
modest sum. However, I discovered that this orchard could be of use to us in 
at least one respect: 

Every year at the time of the almond blossom, i.e. in March, when it can 
already be quite pleasantly warm in Kashmir, the entire population of the city 
makes a pilgrimage to the gardens at the foot of the castle hill. Under the 
trees, which are covered with fragrant pink and white blossoms, people camp 
out for a picnic (Fig. 6). Tea is brought in huge samovars, accompanied by rolls 
and roasted water chestnuts. Unfortunately, according to tradition, this 
pleasure also included trying to feast on the sight of our patients in the "Mental 
Hospital" along the way. At times we were literally besieged and besieged. If 
the entrance door was closed and the view into the wards was blocked by the 
aforementioned wooden shutters, they simply climbed cheekily onto the roofs 
and walls. Our patients and also the staff - I even in the garden of my flat, 
which of course was not spared by the impudent intruders - were simply 
helplessly exposed to the curiosity, ridicule and occasionally even stone- 
throwing of this unruly crowd. After witnessing this undignified scene a few 
times, I demanded special police protection for that time each time. But even 
the guardians of the law could not always fend off the boisterous crowd 
sufficiently. 

Finally, I thought that if our patients had to suffer so much as a result of this 
almond blossom festival, they should at least have some benefit from it. So we 
organised a picnic in the almond orchard for our patients on a quiet morning. 
The extra expenses for bread rolls and water chestnuts were met from my 
special fund, which was replenished again and again by kind donations from 
Switzerland. For some of our chronic patients, this little outing was the first 
opportunity in years to see the world outside the hospital walls. From the place 


where we usually lay down in the grass, we had a magnificent view of the 
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nearby lakes and the still snow-covered mountains behind them. All around, 
bees buzzed in the sea of blossoms. Once again, one could have the feeling of 
being "just like other people" and sharing in their joys. 

When this experiment succeeded to everyone's satisfaction, we dared to plan 
further excursions with our patients as well, at least those whose behaviour 
was not too conspicuous. Again, thanks to the gifts from Switzerland, two 
buses were hired every year for a several-hour drive around the lakes, to the 
famous "Moghul Gardens" or to the upper parts of the valley, again, of course, 
combined with a snack outside. It was a joy to see the beaming faces of our 
patients on their return and to hear their enthusiastic reports about the 
experience. There were never any unpleasant incidents. I, however, as a 
generous donor, or at least as a mediator of donations, was told that this was 
only an attempt on my part to please the authorities and the population so that 
my contract would be extended again! This pathetic contract, which once 
prompted a Swiss journalist to call me "the worst paid woman in Switzerland" 
in a headline in a report about my work, although truthful, was very 
distasteful! 

I have already mentioned that the earth does not always present itself to us in 
all the flowery beauty so much praised in Kashmir, but also in the form of dirt, 
excrement and vermin. In the old town, open sewers or rather gutters carrying 
human and animal excrement - or on the contrary, leaving it stagnant! -are a 
familiar sight. You hardly notice them any more. Only when I returned from a 
holiday in Switzerland did I notice the foul smells again. 

Of course, it could have been even worse in our hospital, where the patients - 
most of whom were already used to simply doing their needs in the open from 
home - had lost all sense of order and cleanliness in their illness. Fortunately, 
our cleaning team worked with admirable zeal to ensure that even in the 
garden one did not have the misfortune of slipping on something unclean all 
too often. 

The worst was always the "dirt" after long periods of rain or snow. The loamy 
soil then becomes a slippery, swampy quagmire on the roads as well, in which 


the feet easily lose their grip. I suffered injuries from such falls several times. 
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On one occasion, it was mainly my arrogance that caused me to fall: I had just 
received a letter asking me to provide a short curriculum vitae and photograph 
for the publication of a "who's who encyclopaedia" of the 7000 - or maybe it 
was only 700 - most famous women in Asia. On the way home from the 
Medical College to the hospital, I was smugly gloating over the honour of 
belonging to this select circle of prominent ladies, forgetting to pay attention to 
my path in the rain-soaked old town alley. Suddenly, one of the 7,000 most 
famous women in Asia was sitting in the mud, exposed to the ridicule of the 
street urchins and only concerned about whether the rain jacket would cover 
the patch of excrement on the back of her skirt. After this disillusionment and 
literal humiliation - the English "humiliation" indicates even more clearly that it 
means "coming back to earth" or "becoming earth itself"! - I naturally made no 
further effort to reply to this letter! 

Another time I tore a muscle or tendon in such a fall, which paralysed my left 
arm for a long time. It was on this occasion that, seeking suitable 
physiotherapy, I discovered how close our hospital was to the beauties and 


comforts of water in the form of Lake Nagin. 


* OK OX 


It takes barely five minutes to walk from the hospital to the shore of the lake. 
From the aforementioned waterfront temple, a narrow path leads along the 
shore pools, almost hidden by willows and reeds, to a more open jetty under 
mighty plane trees. If you are lucky, you can find a boat there. In any case, 
there are boats in the harbour of a fishing settlement a little further away. With 
such a "shikara" - a half-covered boat similar to the Ticino "gondola" - you can 
always go for a walk or be taken to the bathing raft in the middle of the lake. 
The part of the lake just below the hospital is cut off from the main body of 
water by a headland on which the leper colony spreads out in an incomparably 
beautiful position. The water in this branch of the lake is low and densely 
overgrown with reeds and lotus plants, so that narrow waterways have to be 


cleared again and again for boat traffic (Fig. 7). You glide silently along these. 
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The oar with the large heart-shaped blade, which the skipper skilfully handles 
from one or the other end of the boat, standing or crouching, dips almost 
silently into the water (Fig. 8). One stretches out on the soft cushions and 
surrenders to this paradisiacal landscape. You come so close to the pink and 
white lotus blossoms (Fig. 9) that you can grasp them or at least take a close 
look at the golden halo of stamens around the round, finely perforated, 
likewise golden fruit base - the lotus throne! - the lotus throne! On the large, 
plate-like lotus leaves, which unlike those of the water lilies are closed all 
around the stem and, like the flowers, protrude a little way out of the water, 
drops of water glitter like pearls or diamonds. Turquoise kingfishers sit on the 
poles that have been driven in to mark the waterways. Like a flash of blue 
lightning, they suddenly swoop down against the surface of the water to 
skilfully fish with their long beaks for the prey they have spotted from their 
perch. 

Is this what the "Land of the Lotophagi" looked like, where the companions of 
Odysseus let themselves be banished in blissful oblivion of all that had passed? 
For me, in any case, such boat trips always meant a kind of "mini-vacation" in 
which one could temporarily forget all the ugliness, oppressiveness and 
burdens of everyday life in the hospital. When swimming in the boggy water of 
the lake was added to this, not only were the particular physical ailments for 
which I had prescribed this pleasant physiotherapy significantly alleviated 
afterwards, but I always felt generally refreshed and strengthened again for 
my difficult task. 

By the way, the Kashmiri are literally "lotus eaters": the long, shiny white 
rhizomes of the lotus plants with their sap channels arranged in such a 
beautiful regular wheel shape make an excellent vegetable in various forms of 
preparation. The seeds are roasted like "popcorn" and, when ground, are said 
to provide a particularly easily digestible and fortifying diet for the sick. The 
Kashmiri also owe many other vegetables more to water than to the earth. In 
the shallow marginal zone of the lake, seaweed and mud scraped up from the 
lake bed is piled up between willows and a network of branches to form 


"islands". In these extremely fertile "floating gardens", where the temperature 
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near the water level is balanced all year round, most vegetables thrive, 
especially tomatoes, cucumbers and pumpkins. It is said that if one is not 
sufficiently vigilant, one's garden could be taken away overnight by a wicked 
neighbour! 

The situation became problematic for these vegetable farmers when one 
summer the water level rose so much due to continuous rain that all the 
garden islands were flooded. At that time I once observed that a whole crowd 
of them, especially the women, were walking along the road between the two 
lakes, each carrying a pot, a jug or a kettle. These vessels were filled with 
water, so they were quite heavy. The strange procession of pilgrims moved, 
singing and reciting sayings, towards the large mosque clinging to the slope of 
the castle hill. It was explained to me that the water they had brought with 
them would then be poured into a deep stone reservoir. This was to return the 
excess water to the Creator and to show Him that we had had enough of all 
the superfluous rain. Allah should keep his water up in heaven and not pour it 
out on the land in such a pernicious way! 

Having an abundance of water, however, was rather a rarity, at least in our 
hospital, where the water supply was rather scarce even in normal times. Once 
or twice I experienced that during a heavy nightly downpour the water, which 
had accumulated in the courtyard due to blockage of the drains, penetrated 
into the cells, so that the patients accommodated in them had to be rescued to 
dryness as quickly as possible. Much more often, however, we suffered from a 
lack of water, especially in summers with little rain. The public supply from the 
waterworks then sometimes simply stopped or only worked for hours at a time 
and with minimal pressure. Once the situation became so critical that the only 
way out was to take groups of our patients - who of course enjoyed this 
expedition! - guarded by nursing staff, down to the lake to fetch water from 
there in plastic canisters, buckets and watering cans, at least to cover the most 
urgent needs. 

More will be said later about the hygienic problems we had to deal with in view 
of this almost permanent water shortage. 


Another population group closely connected to water are the so-called "Hanji" 
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(Fig. 10 and 11). In contrast to the vegetable farmers already mentioned, they 
live in houseboats, devote themselves to fishing and trade in fish, vegetables 
and wood mostly on the canals that also run through the city. They are 
reported to be particularly uninhibited in the expression of their aggression. 
Since below my window in the dormitory, where I lived during my first year, a 
canal flowed lazily, on which such "Hanji" boats were stationed, I had the 
opportunity early on to observe the strange habits of these water nomads. 

One evening I hear loud shouting and swearing from the direction of these 
boats. Through the windows I can see a woman standing on the bow of her 
houseboat apparently saying "all shame" to her neighbour on the next boat 
with great volume and vividly threatening gestures. The neighbour does not 
lack verbal ammunition for defence and counter-attack. In the meantime, the 
woman keeps running to her small kitchen to stir the cooking pot and probably 
at the same time prepare to fire the next volley. The battle goes on until 
nightfall, and sometimes the whole neighbourhood joins in the chorus. I 
hesitate to get ready for sleep that evening, as I am firmly convinced that at 
least one of the two fighting parties will soon be taken to hospital as a 
psychiatric emergency, and I will then be called in as the specialist in charge. 
However, nothing happens. 

The next morning, my colleagues explain to me that "Swearing and cursing like 
a hanji" is proverbial in Kashmir. If the crop is not completely emptied by 
nightfall, a clay firepot is placed upside down on the bow of the boat as a sign 
of truce, literally announcing "end of fire". If the next morning, after they had 
slept on it, they still felt the need to continue arguing, the pot would be placed 
upright again, giving the signal to resume the swearing and cursing duel. 

I thought about the matter and came to the conclusion that from a psycho- 
hygienic point of view, this way of venting one's anger was actually not so bad. 
Occasionally, someone would fall into the water in the excitement, and then 
the anger would probably be cooled down naturally. Apparently there were 
never any physical attacks. However, under normal living conditions, one could 
hardly have afforded such a thing, since such scenes spoil the atmosphere of 


the neighbourhood and it may be difficult to strike the right note for 
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reconciliation every time. A "hanji", however, can easily pull out of the matter 
by simply weighing anchor when the air has become too thick and settling 
elsewhere with his floating dwelling. Whether this kind of "conflict processing" 
actually protects against mental disorders, I cannot say. It is true that there 
were only very few genuine "hanji" among our patients. However, one could 
only draw statistical conclusions from this if one knew the corresponding 
population figures. Furthermore, it could be that the rather backward "Hanji" 
had simply not yet grasped that there were treatment possibilities for mental 
disorders in our country, or that they perhaps had their own guarantors among 


the traditional healers. 


Among the elements, the one that probably caused us the most problems was 
fire. Some of our patients had lost patience and goodwill in their villages for 
their "craziness", because they had caused damage either by careless handling 
of fire or by deliberate arson. For them, fire was somehow - as it is for us in 
the modern West - a symbol of inner excitement. 

If one asked an obviously depressed patient about his mood, he was often 
unable to give an answer, unless he had acquired at least some ability for self- 
reflection and introspection by attending a school or through rich life 
experience. Yes, he could probably hardly understand the question, as it is 
even difficult to find a suitable Kashmiri word for "mood". Illiterate - or rather, 
since self-development does not always coincide with literacy, mentally 
underdeveloped - people obviously cannot yet perceive their own moods and 
feelings as something "inner", belonging to themselves; on the other hand, 
they can usually describe how the world appears to them in the reflection of 
their inner state. So, in order to find out something about their mood, one had 
to ask: "What does the world look like to you?" The depressed person would 
usually answer, "The world is on fire." 

This conjured up images in my mind of 15th and 16th century painters, such 


as Hieronymus Bosch, with burning villages in the background of fantastic 
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scenes. Did this "burning world" of my Kashmiri patients look like this? I would 
have liked to ask whether the fire was still burning red and glowing or whether 
only charred ruins remained. However, neither my own language skills nor the 
patience of my interpreters were sufficient for this, and certainly not the 
understanding of my patients. I received an interesting answer at least once to 
my further enquiry as to who had set fire to this world so consumed by fire. 
This man, who had obviously come a little closer to the ability of self- 
knowledge than many other of our patients, explained after some reflection: 
"Me, with my heart!" 

Well, it was not this "inner fire" - which, by the way, throws an interesting light 
on psychodynamic theories that explain "depression" as aggression turned 
inward - that caused us trouble. Nowadays, this can be extinguished with 
antidepressant medication. It was a completely different fire hazard. 

Although the hospital building was made of solid natural stone, there was a lot 
of woodwork on it. Not only the attics but also the ceilings were made of wood, 
and of course the doors and window frames. In the cells and in the one room 
where the most neglected patients were accommodated, there was only a thick 
layer of straw to sleep on, in which the inmates, wrapped in their woollen 
blankets, snuggled up close together at night. At first I was horrified by this. 
Soon, however, I realised that this way of sleeping corresponded to what the 
villagers were used to at home and that they did not know how to handle a 
bedstead, mattress, pillow and sheets. Moreover, they were not at all 
comfortable with the isolation of a bed alone, especially in winter. They longed 
for "stable warmth", for close contact with the body heat of other human 
beings. This layer of straw, which naturally looked quite unappetising in the 
morning and could well have rivalled the famous Augean stables that Hercules 
had to muck out as one of his heroic deeds, was moreover much easier and 
above all cheaper to change than soiled bedding. So, with a not too bad 
conscience, I could justify letting this tradition continue. In the fifties, Swiss 
psychiatric hospitals still had so-called "seaweed cells"! But the danger of fire 
remained. 


Most of our male patients - now and then even one or two of the women - 
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were addicted to smoking. Of course, there was no "hookah" in the hospital, 
i.e. the water pipe with a large clay or metal vessel (Fig. 3), which can make 
the rounds in a whole group. But time and again, one or the other of the 
patients managed to form a small pipe bowl out of clay, dry it in the sun and 
then secretly smoke some pungent herb from it. Above all, however, they 
searched everywhere for discarded cigarette butts. Now and then, despite the 
ban, smoking material was given to the patients by the outpatients waiting in 
the garden and their relatives and, even worse, unreasonable passers-by or 
gawpers made the joke of sticking not only cigarettes but also matches into 
the patients from outside through the window bars. So there was always "fuel 
for the fire", and only the greatest vigilance could prevent fire damage. It 
happened several times that suddenly the alarm was sounded and all the 
available staff, as well as the more sensible among the patients, ran as fast as 
possible to a corner from which smoke was already coming out. Most of the 
time, the fire danger was discovered in time so that it could be nipped in the 
bud, so to speak, with a few buckets of water or by closing the air supply. 
There was property damage here and there, but fortunately no serious burns 
to patients or staff. 

The big question, of course, was how to keep patients warm in winter under 
such circumstances. In order to report on this, however, I have to go very far 
out on a limb and establish the connection with some other aspects of my 
work. A later chapter will deal with this (7). At this point I would like to tell you 
something about the danger of fire that threatened us from outside. 

During one winter it really seemed as if someone was interested in burning 
down our hospital. One day the night guards reported that someone had tried 
to set fire to the garage door next to the entrance gate. When I looked at it on 
the spot, I could still see the remains of a fire. The bottom part of the wooden 
garage door was charred. We did not have a motor vehicle at that time. The 
large garage room, located close to the laboratory and medicine dispensary, 
was therefore mainly used to store fuel and timber. Recently, a new supply of 
coal had been stored in it. Apparently, some lumps of coal had been left 


outside the door or perhaps had rolled out through a small gap between the 
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door and the floor. Probably a tramp had built a small fire with these pieces of 
coal. Possibly it was one of our former patients who often wandered around the 
hospital in the hope that they would be taken in again and given warm winter 
quarters. Whether the person in question simply left the fire burning carelessly 
when he left at daybreak or whether, alarmed by the damage he had done to 
the gate, he suddenly fled, we could not of course find out. In any case, it did 
not look as if someone had deliberately planned an arson. After all, considering 
the combustible material piled up close behind the door, not only the property 
damage but also the danger to our patients could have been considerable. Of 
course, I immediately used this opportunity to obtain a loan to replace the old 
wooden doors with safer metal roller shutters. 

More mysterious were the circumstances of the second fire, which alarmed us 
only a few days later. As usual, I had gone on my evening rounds when I fell 
asleep to personally ensure that every patient had been placed in the room 
designated for them and that no one was showing signs of physical illness. 
When I returned to my flat, it was already dark. While diagonally crossing the 
approximately 30-metre-wide open space between the north wall of the 
hospital and my little house, my usually quite vigilant "passive attention" was 
attracted by a peculiar phenomenon: At a relatively poorly lit spot on the 
hospital wall, the figure of a man suddenly appeared, as if from nowhere, only 
perceivable in shadows. At first I couldn't explain this spook. But then I 
remembered that there was a ditch running along the wall. Presumably, the 
man had loosened water there in the squatting position still common in 
Kashmir, especially among Muslims, and I had only been able to perceive him 
when he stood up again. Nevertheless, since the whole process was somewhat 
unusual, I memorised the outline of the figure well. The man was tall, slim, 
broad-shouldered. He was obviously not wearing the loose garment - the so- 
called "pheran" - and the harem trousers that are typical for Kashmiri men in 
winter. Rather, it seemed to me that a tight-fitting jumper was held together 
over trousers with a belt. The headgear seemed most likely to be a béret: that 
is, the clothing of a soldier. This seemed quite plausible, since the guards of 


the neighbouring prison often took shortcuts through the hospital grounds to 


48 


get to some of their posts. The unknown man left in the direction of these 
watchtowers. 

When I got home, I took off my jacket with a sigh of relief - another hard day's 
work over! - I took off my jacket. I was about to change my shoes for the cosy 
slippers when the call "Nar, nar!", meaning "Furio, Furio!" rang out from 
outside. I rushed out and saw that just at the spot on the hospital wall from 
which the unknown figure had so mysteriously materialised out of nowhere, 
some of the hospital staff had already gathered and were trying to put out a 
fire that had broken out there. As I approached, I was shown the remains of a 
fuse that had been fashioned from a stick and a petrol-soaked rag and thrust 
through the easily accessible window. Fortunately, the guards inside the 
courtyard had noticed the fire immediately through the windows on the other 
side. The key to the room in question, which was used for the patients’ day 
stay and occupational therapy, was not immediately available. So they hurried 
to prevent greater damage, at least from the outside, which was obviously 
done very promptly. I looked at my watch: hardly five minutes had passed 
since the moment I had left the hospital after completing my evening round. 
There was no doubt that the unknown person who had so eerily emerged from 
the darkness had stuck the burning fuse through the window. But why? For 
what purpose? 

Meanwhile, with remarkable haste, the fire brigade, which had been called 
immediately, arrived. They blew the lock to the day room and found that of all 
the long windows along the north side of the hospital, the one chosen for this 
arson was the one behind which there was combustible material on the window 
ledge in the form of pillows filled with kapok. Some of the cushions had already 
been burnt and the frame of the window had been singed. This did not look like 
a coincidence! It was concluded that the suspected arsonist, whose signalling I 
could of course immediately provide quite accurately, must be someone who 
knew his way around the inside of the hospital. An employee who might have 
wanted to take revenge for some _ injustice or unpleasantness in his 
employment was out of the question, according to my personal description and 


for other reasons. Rather, one could think of a patient who, in some knee-jerk 
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reaction, wanted to get rid of what was always threatening to constrict him. 
The tall, slender figure could have fitted one of our "clients", who also wore an 
old military jumper now and then. He had long since been abandoned by his 
family and was more or less drifting around as a tramp. However, he was not 
ill-disposed towards our hospital. On the contrary, he could at most have 
devised such an act as punishment for the fact that we could not give in to his 
constantly repeated request to admit him back to the hospital and "take care 
of him" without an official admission certificate. After all, it might be 
worthwhile to investigate in this direction and ask him about it on his next visit 
to the polyclinic. 

On the way back to my flat, I looked over at the scene of the fire again. The 
little fire must have had some power, or so it seemed to me now. Above the 
window, up to the roof, a strip of the stone wall was blackened by smoke and 
fumes. I decided to investigate the matter again in daylight. 

The next morning, to my surprise, I found no blackening of the wall. So it had 
to be checked again in the evening when it was dark! I then discovered that 
the north facade of the hospital was somewhat illuminated by a neon lamp that 
illuminated the street a little further up. However, at the spot where I had seen 
the unknown man appear so suddenly and where the arson had been 
discovered shortly afterwards, its light was obscured by an intervening poplar 
tree. This was the only section of this long wall that was so shrouded in 
darkness that one could lose oneself in the shadows there and go about one's 
sinister business undisturbed. The previously so plausible assumption that the 
perpetrator must be a man familiar with the conditions of the hospital could 
therefore be dropped. The arsonist had obviously only been interested in 
putting his fuse in a window where he could do so protected by darkness. My 
passing had probably startled him a litthe prematurely and he had "emerged" 
from the shadows, not by standing up from a crouching position, as I had 
assumed, but simply by stepping to the side. But what could possibly be his 
motive for this strange action? A homesick or otherwise inwardly tense soldier 
who wanted to help his feelings, perhaps in a symbolic way, to be rejected? A 


depressive who wanted to reconcile the "burning world" of his inner 
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the "burning world" of his inner self with the external reality? Despite some 
investigation by the police and fire brigade and also by our employees, the 
mystery was never solved. 


Have you eaten your rice? 


Have You Eaten Your Rice? 


In Kashmir - and elsewhere in East Asia - if you want to be polite to someone 
you meet, you ask if they have eaten. However, the short Kashmiri form for 
this, "Batta kyot?" literally means, "Have you eaten rice?" Rice is the staple 
food for the Kashmiri; everything else is just "food". Unbelievable amounts of it 
are eaten. For our patients, the daily ration, divided into two meals, was about 
one pound (weighed in uncooked state). The Kashmiri rice swells greatly when 
cooked and can be mixed well with the ingredients and kneaded into 
manageable morsels. It is eaten with the hands. Again, an example of how 
many problems of safety and especially suicide prevention, which often have to 
be solved in ingenious ways in the West, simply disappeared in our hospital. 
Counting knives and forks became unnecessary. No depressed patient had to 
be prevented from spreading his own sandwich. Yes, we didn't even have 
spoons, except for the few specimens that were occasionally needed to 
administer a liquid medicine. Nor was there any furniture to protect anyone 
from which one could have injured oneself and others. 

The Kashmiri take their meals in a squatting position, while the eating vessel is 
either also on the floor or on a small stool. In time, I was able to acquire long, 
narrow reed mats for our patients, on which they could sit in rows in the dining 
room. But they much preferred to scatter in the garden. If you sat too close to 
other patients, you risked having your best morsels snatched away. Some of 
our patients ate with such greed and haste that while they were eating their 
own portion, they were already looking around to see where something could 
be stolen from a slower eater. 

For each of our patients there was a "thali", i.e. a huge plate made of tin, later 


a little more elegant and hygienic stainless steel, and an enamel cup. There 
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was room for a whole mountain of rice on these plates. This was accompanied 
by a fresh vegetable or a dish of lentils or beans. Twice a week, a sheep was 
slaughtered in the hospital area under the supervision of the "Sanitary 
Inspector", whose meat was then sufficient for two meals. Of course, this had 
to be done according to Muslim ritual by cutting the carotid arteries and letting 
it bleed to death. It was only when I had a small niche built for this purpose 
that I realised how precise the regulations are for this: the drainage channel 
must be laid out in such a way that the blood can drain off in the direction of 
Mecca. 

For breakfast we had a roll and "salt tea", an abominable brew for my taste 
made from a special kind of green tea mixed with milk, salt and soda. During 
the afternoon, each patient was given about a decilitre of sweetened milk. 

For most of our patients, this food was much more plentiful and at the same 
time more nutritious and varied than what they could afford at home. Although 
the Muslims are great meat eaters, the poor man in the village sees meat on 
his rice at most on feast days or when he is invited to a wedding. The usual 
food is the so-called "hak", a kind of picked cabbage with a spicy flavour, 
whose leaves can be harvested all year round. Depending on the season, there 
are also other vegetables: tomatoes, aubergines, various pumpkin plants, 
peas, beans, turnips, spinach, cabbage, and in winter, when everything is 
covered in snow, potatoes and onions. 

The food for our patients was prepared in huge copper cauldrons over an open 
fire pit. The female patients were usually allowed to help with the rice and 
lentils and the vegetable preparation. The men were also always eager to gain 
access to the kitchen, either because they hoped to get a few extra bites, 
perhaps to catch fire for a forbidden cigarette, or at least to find a warm spot 
near the cooker. 

Again and again, accusations or at least suspicions were voiced that our 
patients, who could not complain themselves, were not being given the full 
ration because the staff were feasting on the food. Strict control was therefore 
necessary. The weight of the daily rations was precisely prescribed. For each 


category of food, bids received from suppliers in response to a public tender 
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had to be submitted at the beginning of the year to a purchasing committee 
consisting of the administrators or directors of all state hospitals. Usually, the 
contract was awarded to the lowest bidder. As I myself had to sit on this 
commission, I was quite clueless at first, but over time I learnt from my 
colleagues in how many, sometimes very sophisticated ways one could be 
cheated or at least taken advantage of in this game. 

So not only the quantity but also the quality of the food was rigidly fixed; one 
was bound to the selected suppliers for a year at a time and often exposed to 
their arbitrariness. There was hardly any possibility of enriching or at least 
varying the menu now and then, for example on a feast day. Therefore, the 
gifts that came to us from people in the town were all the more welcome. 
Often these were simply additional snacks, for example a basket full of bread 
rolls or a huge "samovar" with tea, in autumn occasionally also fruit. It was not 
too rare that someone asked us not to cook dinner for our patients on a certain 
day; they wanted to donate a complete meal, ready prepared. That always 
made for a big feast. More or less on time - sometimes considerably late! - a 
small horse-drawn cart or a delivery van would pull up in front of the gate, 
carrying huge copper pots of rice and a number of pans and pots of deliciously 
smelling food to the hospital. According to traditional Kashmiri custom, there 
was always meat prepared in several ways, and usually vegetables and beans 
as well. I myself had to supervise the feast to ensure that it was distributed 
fairly and completely, and also to bring some order to the throng of patients. 
Usually, the donors - almost always Muslims - helped me, and they usually did 
not miss the opportunity to be present in person. In conversation with them, I 
was able to find out what had prompted such generosity. Some of our friends 
had simply made it a habit to give our patients such a treat once or twice a 
year. Others had received instructions from a "Pir", one of the wise "elders" of 
the Muslims, in order to secure Allah's favour and help in some need or 
difficulty, to arrange a feeding of poor or sick people as an offering. Still others 
wanted to show their gratitude for the recovery of a sick relative. In no case 
did they let themselves be licked! What our patients got to taste on such 


occasions was not only very generous, but of a quality and selection that would 
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have done honour to any banquet among friends or for high invited guests. 
One of our patrons had devised a particularly obliging way of donating to our 
patients. He raised two sheep for us every year. When they were fattened, he 
would bring them to us either on a special feast day or at a time when the 
supply of slaughter animals was interrupted. The latter was often the case in 
winter, when the mountain pass to the Indian lowlands was blocked by snow 
and landslides and traffic in the valley was also at a standstill. 

Occasionally, it was the police who brought us a few legs of mutton, namely 
when on days when slaughtering was not allowed, "black" meat offered for sale 
was discovered on patrols and confiscated. 

One of my Kashmiri colleagues, a Hindu, found such offerings shameful. One 
could conclude from our willing acceptance - he argued - that we were not 
feeding our patients sufficiently. On the contrary, I found this custom very 
beautiful: a special form of "community psychiatry" - what is nowadays called 
"gemeindenahe Psychiatrie" in German - and not indirectly via taxes by 
providing institutions, but through a very personal service to these sick people. 
The reader may have noticed that, apart from the sugar in the afternoon milk, 
there was never anything sweet for our patients. However, this was not a 
shortcoming that affected only our patients. The Kashmiri Muslims in general 
enjoy few sweets. At the end of a rich meat meal, apples, nuts or almonds are 
served here and there, or a pinch of fennel seeds or other spices is added to 
aid digestion. So there are hardly any licking habits. On the other hand, many 
of our patients of both sexes were fond of chewing or snuffing tobacco. I 
remember one of our chronic patients who even once climbed naked over the 
roof in cold weather just to beg a pinch of snuff from the neighbourhood. 

When I compared the enormous amounts of rice that our patients devoured in 
no time with my own modest rations, I had the impression that our patients 
were actually quite adequately fed. If many of them nevertheless did not 
thrive, it was probably due to insufficient utilisation. Of course, this could be a 
result of worming, which we had to fight against constantly. On the other hand, 
however, I wondered whether psychiatric patients might have more or less 


specific failures in the enzyme systems that prevent the ingested food from 
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being properly digested and assimilated. Since this phenomenon of insufficient 
thriving despite sufficient food intake can also be observed outside of a 
psychiatric hospital in India, one could even investigate further: could the long 
feeding of children with mother's milk, which often lasts far beyond the second 
year of life and which is not available "according to plan", but rather "on 
demand" at any time, accustom the digestive system to promptly and 
thoroughly break down only substances related to its own body substance? Is 
this missing the appropriate time when the child should learn to digest food of 
other kinds? The high incidence of hyperacidity (excessive stomach acid) and 
gastric and duodenal ulcers among the Kashmiri may also indicate that the 
stomach still requires a constant supply of the neutralising milk even in 
adulthood. People who still expect to be cared for and pampered like children 


even as adults are definitely many, not only among psychiatric patients! 


Clothes make the man 


If clothes make the man, what is left if no clothes are worn? Well, just a naked 
human being who has surrendered both his duty to social conformity and his 
right to social recognition. In the case of our chronic patients who, as soon as 
it became warm in spring, loved to expose themselves to the sun without any 
clothes, one could at least still distinguish whether they were Muslims or 
Hindus, since only the former are marked by circumcision. I myself was initially 
rather horrified by these naked figures and tried to appeal at least to some 
degree to any sense of shame that still existed. But that was of little use. I 
gradually got the impression that for these patients such arguments did not 
count at all, and that their nakedness stemmed more from a state of childlike 
innocence than from any exhibitionist inclinations. 

With consistent behavioural drill right at the beginning of the warm season, 
something might have been achieved. Despite many explanations and 
instructions, however, I could never get the nursing staff to be vigilant and to 
intervene consistently, not even to understand the necessity of such measures. 


No one seemed to be bothered enough by this paradisiacal state of affairs to 
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really understand why anything should be done about it. At least I finally 
managed - after several years! I finally managed - after several years! - to 
have unclothed patients kept at the back of the hospital during polyclinic 
hours, so that they would not be a nuisance to the outpatients waiting in the 
front garden and their relatives, especially the women. 

After some reflection, I came to the realisation that there are essentially three 
reasons why people wear clothes: firstly, of course, to protect themselves 
against the weather, especially to keep warm in the cold; secondly, with a 
refinement of human feelings, shame is added, which dictates that at least 
certain parts of the body be covered; thirdly, however, clothes have many 
social functions to fulfil. It gives the wearer the pleasant self-feeling of being 
"well" or "correctly" dressed and wins him the respect or even admiration of his 
fellow men. Often it also serves as a sign of belonging to a certain social or 
professional class. In this respect, our chronic patients, who had become 
almost anonymous over time, had nothing to gain or lose. Shame, too, 
apparently no longer played a role. What remained was the need for protection 
from the cold. This was indeed satisfied during the cold season by wrapping 
woollen blankets around oneself or occasionally even deigning to wear a few 
pieces of clothing. However, as soon as warmer weather set in, this reason for 
dressing up also fell away. 

What was obviously gained with this naked culture was relative freedom from 
vermin. AS much as we tried to fight lice by changing clothes frequently and 
sprinkling insect powder, we hardly ever succeeded in creating perfect hygienic 
conditions in this respect. There was always some kind of residue, which then 
caused the disease to spread again, or new patients brought it up again. It 
took me some time to realise why our most helpless and unclean patients so 
stubbornly refused to wear clothes and even in winter only wanted to wrap 
themselves in woollen blankets: Clothes lice love to nest in the seams, and 
woollen blankets have no seams! In English one would quote Shakespeare: 
"There is method in his madness!", i.e. roughly: "Even in madness one can 
make use of sensible methods!" 


After all, not all of our patients - and above all hardly any of our female 
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patients! - had sunk to this level of indifference, and it was necessary to 
ensure that at least they were clean and decently dressed. 

Many of our patients came from poor backgrounds and were often very poorly 
equipped when they entered. Often, in their confusion, desperation or 
destructiveness, they had even torn to shreds what they were wearing. If this 
was the case, they were immediately provided with institutional clothing. In 
summer, this consisted of a striped cotton suit, in winter of a dark-coloured 
woollen pyjama suit, possibly supplemented by the wide outer garment 
customary in Kashmir, the so-called "pheran". Those patients who were 
expected to spend only a short time with us were allowed to keep their own 
clothes. However, care had to be taken not to include anything too valuable, 
such as a woolen shawl, a well-preserved waistcoat or jacket, or a pair of 
relatively new shoes. Such items, if not entrusted to relatives or taken into 
custody by the head guard, aroused the covetousness not only of fellow 
patients but also of the staff. Often, when an innocent sleeper found himself 
robbed of his personal effects in the morning, it was difficult to find out where 
the stolen goods had gone. 

Bartering with clothes was also common among patients, under more or less 
pressure from the party hoping to make a profit. Was there a desire to 
exchange one's identity or social role with that of someone else who was 
presumably better off? In any case, I was always amazed at how little such 
patients were interested in or capable of holding together and defending even 
their most personal, closest-to-the-skin property. 

and defend them. Nor, of course, was care taken of it. Even outside the 
hospital I had repeatedly noticed with disgust how worn-out pieces of clothing 
or shoes, when they finally threatened to disintegrate into rags, were simply 
thrown into a ditch or onto a hedge. The fact that even such remains, well 
washed, could still have provided patches for a next set of clothes, perhaps 
nappies for a small child, bandages or at least a few cleaning rags, did not 
seem to occur to anyone. "Poverty" was thus often, as I could also notice in 
many other contexts, not simply caused by a lack of material goods, not simply 


an economic-social condition, but the expression of a fundamental inability to 
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care for anything and to exercise wise foresight, thus again a form of human 
immaturity. 

This ability to care for something, and first and foremost for oneself, is of 
course additionally limited in the mentally ill. So we had great difficulty keeping 
our inventory of clothes and bedding in order. Before me, hardly anyone had 
even tried to do this. One simply bought what the budget allowed, and what 
looked too ragged after repeated wearing and washing was considered an 
"unserviceable article". However, the rules for properly writing off textiles were 
very strict; a minimum period of use was set for each category. Apparently, no 
one had ever managed to carry out a final "write-off" and the corresponding 
destruction or at least removal of the unusable goods. Consequently, sacks and 
bundles of partly mouldy and foul-smelling rags and whole towers of tattered 
mattresses clogged up several of the cells. Much of it could have been repaired 
with a little good will, but over the years it had deteriorated to such an extent 
that immediate destruction would have been the only correct solution. For this, 
however, order should have prevailed in the registers. 

Only after years did I finally get to see these books at my insistence. I then 
spent many evenings calculating in order to bring the figures at least 
somewhat in line with the real state of our textile stocks on the one hand and 
the collected rags on the other. 

In the meantime, I did not fail to instruct the staff and especially the tailor to 
mend everything that was still salvageable. Instead of "writing off" three torn 
pieces of clothing or sheets, I showed them how at least two articles could be 
made usable from these remains by piecing them together. 

It always seemed to me that this "recycling", i.e. the virtue of being able to 
make something useful or even beautiful out of everything that had apparently 
become unusable, was of particular importance in a psychiatric institution. 
Aren't the mentally disturbed, the feeble-minded, the seizure-prone all too 
often simply "written off" by society as "useless", "Superfluous", "disturbing"? 
Showing such "discarded" people that it is worthwhile to recycle even rags, 
scraps of paper and other waste and transform them into something useful can 


create hope that perhaps they themselves will not have to vegetate forever as 
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uselessly pushed aside. At the same time, their own involvement in such 
activities in occupational therapy can not only contribute to the development of 
new skills, but also, and more importantly, foster that sense of "caring" that is 
so often lacking. 

Most personally, I devoted myself every year to the prescribed stock control, 
not only for the textiles, but also for other utensils. So there was not a nail, not 
a thread spool, not a light bulb, and of course not a tablet in the medicine 
store that I myself had not counted at least once. The honest storekeepers, 
whom I was fortunate enough to find in the end, were very grateful to me for 
this personal effort. Through my authority and through my reputation for 
incorruptibility, they could feel covered when they were falsely accused, 
slandered by envious staff or even by outsiders - as actually happens to every 
honest person in Kashmir! - falsely accused, slandered or at least suspected. 
Of course, there were also lists for the textiles, on which the purchasing 
commission had prescribed not only the type and quality, but also the price 
and usually also the supplier of all articles. So again, there was hardly any 
choice. This was all the more regrettable because many of the approved items 
of clothing, as well as the bedding, were obviously intended for use by 
bedridden patients in general hospitals and were not at all suitable for the 
completely different needs of our patients. I finally found a way out: all hand- 
woven textiles, which were purchased from the government-subsidised 
homework cooperatives (which often run under the name of Mahatma Gandhi) 
or directly from the manufacturers, were "approved". So I had bales of such 
fabrics, which are usually very sturdy, bought and made into simple summer 
clothes consisting of shorts and a kind of bodice by the institution's tailor. This 
way we could not only save on fabric, but also provide our patients with more 
appropriate and better accepted minimal clothing. 

Incidentally, this solution also proved itself brilliantly in a special emergency. 
Usually, the biggest purchases were saved until the end of the financial year to 
be sure that the reserves would not be exhausted too soon. However, some of 
the prescribed suppliers were based in Delhi; so there was a risk that in this 


last quarter, between January and March, the only road to the Indian lowlands 
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over the 2700 m high Banihal Pass would be closed by snow and landslides, 
and that deliveries would fail to arrive or at least not arrive by the last possible 
date. This meant that the credit in question was then forfeited, and one only 
exposed oneself to the reputation of being a bad steward. 

This happened once with our order for sheets. Even at night I racked my brains 
over where to get such huge quantities of double-thread cotton cloth from a 
legitimate source in the shortest possible time. A chance glance at one of the 
traditional Kashmiri embroideries, also made by our patients in occupational 
therapy, brought me enlightenment. Many of these chain stitch works are done 
on a coarse, unbleached cotton fabric. This material was certainly available 
locally and, moreover, because it was hand-woven, it was acceptable for our 
purchase. When I enquired about the origin of this fabric, I learned that it was 
woven by home workers in an old town neighbourhood, only 1 - 2 km from the 
hospital. Presumably, it would also be possible to obtain it there, directly from 
the manufacturers. I immediately set off with a helper. The poor weavers, 
whom I could observe at work myself, were naturally delighted with our 
handsome order. Fortunately, their cooperative had enough stock. The very 
next day, a horse-drawn cart loaded with huge bales of cloth rolled up in front 
of the hospital. The material proved to be extraordinarily durable and also 
much cheaper than the prescribed machine-made sheets, so that we stuck 
with this choice in the following years, even in the absence of any particular 
emergency.A little ingenuity and occasionally good intuition also paid off in 
other respects. I have already indicated that unfortunately the honesty of our 
employees was not to be trusted. In the confused circumstances regarding the 
copying of worn-out articles, it was easy for them to show a few old scraps 
with the report that a certain patient had completely torn a woollen blanket 
that was still in relatively good condition. Since, according to regulations, all 
hospital blankets purchased from a state weaving mill had to be red, it was 
impossible to determine the vintage of the rags presented. If one demanded 
proof that these rags really corresponded to a whole woollen blanket, an 
excuse could easily be invented. Our patients knew how to get all kinds of 


things, including rags, out through gaps in the windows, over the wall or even 
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through sewers. There, only after a long time and in a _ completely 
unrecognisable state, were the remains picked up by the cleaning crew. The 
woolen blankets, which were supposedly torn but were in fact intact, had of 
course long since wandered into the flat of an employee, under the hiding 
place of the wide robes customary in Kashmir. 

This also happened with other hospital material. The woollen blankets, 
however, were particularly expensive and could only be written off after four 
years of use. So it was worthwhile to make thievery impossible, at least in this 
respect. 

I finally made the suggestion to buy different coloured woollen blankets every 
year and for every ward. However, it was pointed out that the shopping list 
only allowed red blankets. I then went personally to the manager of the state 
wool weaving mill to enquire about prices. He told me that he had no difficulty 
in supplying blankets of other colours. He could supply us with blankets of any 
other colour instead of red for exactly the same price, provided that the order 
arrived in time, before the raw fabric was dyed, and was large enough to make 
special dyeing worthwhile. On this assurance, we ventured the experiment. It 
really did put an end to thievery and also allowed a better overview of the 
inventory. 

In time, I also succeeded in convincing my colleagues at the other hospitals to 
donate their own depreciated, but often still quite well-preserved woollen 
blankets, sheets and mattresses to our hospital. Thus we had plenty of 
material available to wrap our chronic patients warmly in winter. If any of these 
blankets - red, of course - which were no longer in use on the beds in any of 
the wards, became tattered or even untraceable, there was no need to worry 
about it, because they had already served out their prescribed lifetime. The 
fact that many of the blankets came from the tuberculosis hospital also 
protected us against theft by the staff. Although they had of course been 
washed and extensively dried in the sun, they were afraid of the possibility of 
infection. 

At the annual visit of the book auditors, my experiments were initially met with 


some scepticism. However, after I personally explained to them the reasons for 
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my deviations from the rules - on closer inspection it was always just clever 
acrobatics within the permitted limits - they gradually came to appreciate my 
willingness to save money and my practical ideas. 

On the other hand, of course, such cleverness initially earned me the 
displeasure and resentment of the employees who were thus deprived of their 
unlawful advantages. But basically - at least before Allah! - everyone also 
wanted to be an honest man. I think many of them were quietly grateful to me 
for standing up for their better knowledge and conscience and sparing them 
overly tempting situations. 

In other respects, too, I was not afraid to "trade in old goods" for the benefit of 
our patients. In the beginning, it was mostly relatives of better-off patients 
who occasionally brought us worn-out clothes at our request. We used these 
mainly to equip the patients who were ready to leave and had to be sent home 
alone if no one came to collect them. Once, when we were visited by a whole 
travelling party of Canadian youths who all wanted to do something for our 
patients, I suggested that they should leave us their old clothes, since they, 
like most tourists, would have dressed up in embroidered and hand-woven 
clothes here in Kashmir anyway. This appeal, which I later made several times 
to other groups of tourists, brought us a considerable supply of clean and well- 
preserved jeans, shirts, bodices, jumpers, socks and even shoes. 

I now considered that distributing these western clothes to our patients would 
not only have jeopardised their own customs, indeed they might not even have 
been able to handle them properly, but there was also the danger that it might 
stimulate our staff's desire for something that was "foreign-made", that is, 
"something from abroad". I came up with an idea with which I could "kill two 
birds with one stone", so to speak. I organised a "jumble sale" with the 
western clothes, a kind of "flea market" for our employees and their relatives. 
Everyone was allowed to pick out what they liked. There was no need to pay 
anything. On the other hand, for every coveted item, a more or less equal, still 
usable piece of clothing had to be given in exchange, Kashmiri style. So 
everyone had reason to be satisfied: the employees, because they could 


proudly carry off their foreign booty, the patients, because they could be 
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handed out clothes they were familiar with and would not make fools of 
themselves at home in the village. 

So what does this typical Kashmiri village dress (Figs. 13 and 6) look like? For 
both men and women, the wide outer garment, the "pheran", is common, 
made of cotton in summer and woolen fabric in winter, if one is able to do so, 
and tailored according to a very simple pattern. For women, the neckline is 
decorated with pretty embroidery, especially on festive garments. This is 
accompanied by wide harem trousers and a kind of shirt. Men also wear very 
wide trousers, at least at the top, held together by a band, which allows 
freedom of movement for sitting with legs crossed or in a squatting position, 
and especially for the various squatting or kneeling positions that have to be 
assumed during Muslim prayer. The legs of this garment are either straight and 
wide cut or, like those of the women, baggy and gathered around the ankle. 
For field work in summer, however, short trousers that only reach the knee are 
often preferred. Over this belongs a simple shirt. For headgear, the women use 
a colourful scarf that reaches deep into the forehead and is tied at the back, 
while the men wear a small round cap that is often made of white cotton fabric 
and artistically embroidered with stitching or holes - for ventilation! - for 
ventilation. 

While in the villages and in the lower classes also in the city, women can move 
about unveiled and relatively freely, in middle-class circles in Srinagar and the 
few small rural towns they wear the "burqa", the all-concealing but often 
luxuriantly decorated "veil" of the Muslim woman with little folds and quilting. 
Among the younger generation, however, this custom is gradually dying out. 
Nevertheless, I have seen among my young patients not only girls who 
rebelled indignantly against wearing a "burqa" in puberty, because they felt 
like a bird in a cage, but also others who were only too happy to be allowed to 
hide their shyness and lack of self-confidence behind such a cloak of invisibility. 
Even men occasionally confided in me that they envied the women this 
protection from intrusive glances. 

Today, the men and boys in Srinagar are usually seen on the street in western 


clothes. In winter, however, the comfortable "pheran" is still worn over it; a fur 


63 


cap often serves as headgear, even in summer. At home, however, people 
usually get rid of the constricting western clothes and swap them for a loose- 
fitting pyjama suit. 

The Kashmiri Hindus, who all belong to the Brahmin caste, differ from the 
Muslims in the cut of the "pheran", which is worn not only by men but also by 
young girls. In addition, older men often wear an imposing, usually pastel- 
coloured turban as headgear. Among the Muslims, the "Pir" - the wise "elders" 
- wear a turban, but it is almost always white. While younger Hindu women 
today have become accustomed to the "sari" and all the rapidly changing other 
Indian dress fashions, the older ones often still cling to a venerable traditional 
outfit that is very reminiscent of the European nun's habit (Fig. 15), which in 
turn probably has its model in medieval women's clothing. The face is framed 
by a white cloth covering the hair. The body is covered up to the feet and 
wrists in a wide, wrinkled garment, usually made of fine red or green woollen 
fabric or, if it is of an inconspicuous colour such as grey, beige or brown, at 
least trimmed with broad red braids. Around the waist it is held together with a 
fine cloth serving as a belt, at the end of which often dangle the housekeeper's 
keys. The married Hindu woman can also be recognised by her typical gold 
jewellery, which hangs from her ears and is secured with a richly decorated 
cord. If Muslim women wear jewellery, it is usually forged from silver and also 
adorns the ears, but also the neck and wrists, sometimes hanging down very 
heavily. 

Children's clothing in the countryside is very poor. Until a small child is more or 
less house-trained, it usually wears only a short shirt or skirt. Even in winter, 
they are not dressed in leggings, socks or shoes. Even older boys, up to the 
age of puberty, are hardly ever dressed in more than a shirt in summer. 

In Srinagar itself, the decay of traditional dress had probably begun a relatively 
long time ago through the imitation of foreign tourists, and in the 1970s it was 
rapidly promoted, partly in the countryside, by the so-called "Bangladesh 
market". After the war for Bangladesh, Western aid organisations sent tons of 
used clothes there as donations for the homeless. However, it turned out that 


many of these gifts were completely unsuitable for the hot climate there. I 
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don't know how these warmer clothes ended up in Kashmir, where of course 
they can be used. In any case, the flourishing old-clothes trade that developed 
in the streets of Srinagar retained the name "Bangladesh-market". It is also 
whispered that - after the first gifts, really intended for Bangladesh, were 
exhausted - it was something quite different: the big carpet weaving factories 
in Kashmir have import licences for "old wool". This comes at least partly in the 
form of woollen garments, possibly unravelled a little for appearances’ sake, 
from the West. Apparently, the importers or middlemen have now found out 
that it is more profitable to sell this "Waste wool" on the clothing market than 


to prepare it for carpet weaving. 


The people of the shepherds 


One group of people who are clearly distinguished from the Kashmiri proper 
not only by their clothing but also by their whole way of life are the so-called 
"Gujar", tribes of semi-nomadic shepherds who originally lived in the 
mountains towards Punjab and Pakistan. The name "Gujar", which is used in a 
broader sense for all these shepherds, actually refers strictly speaking only to 
those who have cows to look after. There are, however, various subgroups, e.g. 
the so-called "Bakarwal", who herd goats or sheep, also certain clans that are 
only concerned with the breeding and care of horses and mules. 

These "Gujars" have become my special friends, not only because they speak 
Urdu or a dialect derived from it and I can therefore communicate better with 
them, but also because, unlike many Kashmiris, they still have a healthy pride 
and a self-confidence that strives for freedom, similar to what one can also find 
among Swiss mountain farmersMostly of tall, slender build - I don't think I 
have ever seen a fat "Gujar"! - the men are characterised by a well-groomed 
full beard and an elaborately twisted turban. Over their shirts and loose 
trousers they usually wear a woollen smock (Fig. 15). Today, however, this 
may have come from the "Bangladesh market"; the label on the inside pocket 
may then indicate that it was tailored in Chicago or London. A solid, home- 


woven woolen blanket usually hangs over one shoulder. The feet are either in 
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leather slippers that end in an elegantly upturned toe or even spiral at the 
front, or then in self-woven straw sandals (Fig. 16). 

The women (Fig. 7) wear a long, loose robe of black cotton fabric. The 
ornaments are limited to the pretty colourful embroidered caps and the often 
rich silver jewellery hanging from the ears and around the neck. The hair is 
artfully braided into small plaits greased with rancid butter. Even the little girls 
are dressed like this, while the boys imitate the style of their fathers from an 
early age. 

Like the alpine herdsmen in the Alps, these herdsmen drive their cattle to 
grazing areas at different altitudes depending on the season (Fig. 15). They 
are therefore not permanently settled anywhere. Their mountain huts grow out 
of the slope, so to speak, so that the flat mud roof, especially if it is covered 
with grass or even vegetables, hardly differs from the surroundings. Since 
ventilation and often smoke extraction from the open cooker are very 
inadequate, many eye diseases occur. The one-sided maize diet, supplemented 
only by a few vegetables and milk, rarely some meat, often leads to vitamin 
deficiencies. In addition, the women, who rarely get out of the stuffy huts into 
the air, very often suffer from tuberculosis. So there is a selection of the fittest, 
so to speak. Those who are not able to cope with all the hardships of life on 
the move and the meagre accommodation and food find death early. 

I was told that the births of these women occasionally take place during the 
trek. The woman stays behind, possibly even alone, a little behind the main 
herd, gives birth in a squatting position, cuts the umbilical cord - presumably 
with the grass sickle also used for this purpose in other mountain regions of 
India! - and then hurries to catch up with her clan again with the newborn. No 
wonder that infant mortality, especially from tetanus, is still very high! 

The children hardly get the opportunity to attend school, but often seem very 
bright and intelligent. At an early age, often as early as 14-15 years, girls in 
particular are married off. 

Nevertheless, the procession up the mountain and the descent of these striking 
figures - they remind one of the illustrations of the Old Testament stories in the 


children's Bible - make a proud and somehow healthy impression: at the head 
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of the procession usually strides an elderly man who keeps the wildly running 
and barking dogs in check with his long stick. Behind him, led by the younger 
men, comes a whole train of horses or mules loaded with household goods 
neatly piled up on wooden saddles. Everything is covered with colourful, home- 
woven and home-spun woollen blankets, on which the older women and the 
youngest children are enthroned. Behind them run the cattle, driven and kept 
in order by younger men, then the women, boys and a whole swarm of 
exuberant boys and girls (Fig. 15). 

The only alpine produce brought down to the valley, apart from pots of boiled 
butter, is a supply of rock-hard cheese patties. The curdled milk is rolled out 
into patty form on a goatskin and then dried near the fireplace. This product, 
which retains the goat and chimney smell, is not to be enjoyed raw. It must 
first be softened and then fried. 

When members of these pastoral tribes visited our hospital, it usually meant 
that the sick family member had to be admitted to us and often stayed with us 
for a very long time. With the nomadic way of life, neither outpatient treatment 
nor frequent visits to a hospitalised sick person were an option. Moreover, 
these patients, especially the women among them, were usually so physically 
exhausted and weakened by vitamin deficiency and possibly also tuberculosis 
that only hospital treatment could provide effective relief. It was always 
gratifying to see how quickly these patients responded to rest and better 
nutrition, especially to the administration of vitamin B and especially nicotinic 
acid amide. Not only the characteristic skin changes of pellagra: brittle, scaly, 
brown discoloured or even ulcerated skin on all parts of the body exposed to 
the sun, disappeared very promptly, but also the accompanying psychological 
symptoms such as depression, paranoia, agitation or, on the contrary, 
apathetic dullness often disappeared amazingly quickly. Sometimes, however, 
the admission was too late, when the body had already used up all its power of 
resistance.I particularly remember an exhausted middle-aged woman who had 
already given life to a whole series of children, but had probably lost a good 
number of them at birth or in early infancy. She dozed dully and showed hardly 


any signs of improvement. After about a week, the husband called in on a 
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Friday morning with some other relatives. Although the visiting time was 
actually scheduled for the afternoon, I naturally allowed them to see the 
woman. She was huddled against a wall outside in the garden like a heap of 
misery. As it was still cool in the morning at that time of year, I asked the 
sturdy husband to carry her to a sunny spot and talk to her there. He lifted her 
up in his arms, took a few steps - and she was already taking her last breath. 
Gently, the man set down his sad burden. My assistants immediately became 
agitated and wanted to be useful at all costs even in this situation. One of 
them even came along in astonishing haste with a syringe and wanted to 
administer another intracardiac injection. I will never forget how the husband 
standing there proudly stood up and exclaimed in a condemning voice: "You 
fools! What more do you want when Allah has already decided?" 

He then told us that his wife must have known that she would not 
survive this disease. However, they could not take her on the journey in this 
condition. She had predicted that she would die on a Friday, i.e. on the holy 
day. That is why they took the trouble to come from far away to the hospital 
today. It was admirable how not only our staff, but also our neighbours, even 
our fellow patients, made an effort to organise a dignified funeral for the 
shepherdess. 

The Muslims accept the will of God. When someone dies, his life time as 
determined by Allah has just expired, and no human effort can do anything 
about it. I have never heard of "malpractice suits", i.e. lawsuits for damages 
against doctors who could not save a sick person. However, this spirit of pious 
acceptance of fate is also changing here. Upstarts contaminated by Western 
ideas have already taken to beating up hospital doctors on the spot when a 
relative died contrary to their expectations. In our hospital, however, death 
often still had a very human face. 

For example, there was an old man who had been abandoned by his relatives, 
which, by the way, was still quite rare in those days. One day an assistant 
nurse came to me in a hurry with the report that this man had apparently 
suffered a heart attack. He was breathing heavily and his pulse could hardly be 


felt. I examined the patient, who was lying on a grassy verge, and found that 
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death was indeed at work and that our art would probably be in vain, quite 
apart from the fact that he really had nothing left to live for. He himself also 
seemed to be aware of the situation. I therefore merely asked him if he still 
had any wish. "Kawa" he could still whisper; that is, sweet spiced tea he 
desired. I quickly brought the necessary ingredients from my flat, as such 
luxury items were of course not in stock at the hospital. I was able to pour the 
desired drink into the old man, who in the meantime had been laid on a reed 
mat in a quiet room. Relaxed, he then leaned against my knees, slid a little 
closer until he was half on my lap, and passed away peacefully. 

I can take this opportunity - although I am digressing somewhat from the 
"people of the shepherds" - to add that cases of attempted suicide were 
actually brought to us very rarely. During the almost ten years I worked at the 
hospital, not one of the hospitalised patients committed suicide. I once 
discovered a probable attempt just in time: a young woman had tried to 
strangle herself by wrapping her long hair tightly around her neck. Only three 
or four times did I have to go to prison - attempted suicide is still punishable 
under the criminal law left by the British! - visit men of involuntary age who 
had tried to cut their necks, just as one does with slaughtered animals. A self- 
sacrifice? Along with drowning oneself in a draw well and hanging oneself, this 
is apparently one of the most popular, if often ineffective, methods of putting 
an end to one's life. 

However, let us return to our "Gujar", with whom we also had cheerful 
experiences: 

One day, a "Gujar" boy of about 16 was brought to us. He was crazy, we were 
told. He only marvels at the day, talks incomprehensibly to himself and does 
not work. He could not be taken to the mountain pasture. The boy, whose 
catatonia-like psychosis was probably partly related to malnutrition, fitted in 
perfectly with the hospital order and recovered in a short time, so that he 
began to sing happily. About a year after his discharge, he stood alone one day 
outside the hospital gate and asked to see me. "I want to sit here again for a 
few weeks now," he explained to me. Obviously he had fallen into mental 


confusion again, but was still insightful enough himself to seek help from us 
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immediately. Before another guard found time to search him, he began to 
empty his pockets himself. Apparently he remembered that this was part of the 
entry formalities and above all that valuables, especially money, could be 
deposited with me, as the safest "bank". He solemnly handed me a tiny bundle 
wrapped in a dark red piece of cloth. It contained a few buttons, a bit of 
thread, some crumpled paper and - probably the greatest treasure - a 
Pakistani coin, worth about one Swiss centime. With an important expression, 
he entrusted me with his treasure. Then he went among the other patients, 
where he really crouched down, as he had wished, and probably had a few 
things to settle with himself in peace. 

After about three weeks, when he was fresh and lively again and also 
physically stronger, he came himself to ask to be discharged. Before I saw him 
off with the necessary instructions for further medication, I took his bundle out 
of the cupboard to give it back to him. "No," he said very firmly, "that stays 
here now!" I wonder if he wanted to leave a pledge with it that would ensure 
his readmission in the future? Or whether he intended this "treasure" to have 
the power of a talisman, perhaps to establish a healing link between him and 
the doctor who had given him help? Or should this, his only possession, 
perhaps remain vicariously in the hospital as a part of him, so that the illness 
was thus granted its tribute and it would not attack him again itself? In any 
case, he came to see us several times later. Each time I showed him that I had 
carefully kept his bundle, which he always noted with satisfaction. However, he 
did not want to take it back. 

The explanation of this "Gujar" boy that he wanted to "sit" in the hospital again 
for some time can be taken quite literally, but not in the sense of sitting as it is 
usual in the West, i.e. on a chair or a bench, but in the form of squatting on 
the floor. Most of our patients spent the day, if they had not just been called to 
work or were sleeping, either with their legs crossed or in this squatting 
position, suspended, as it were, by their bent knees, musing to themselves in 
the garden or perhaps simply vegetating without any effort of thought. So 
during my rounds, I actually only relatively rarely met a patient eye to eye, at 


the same level. Much more often, if I wanted to talk to someone, I had to bend 
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down to them or occasionally, if it was to be a longer conversation, I had to 
"crouch down" myself.It is probably assumed that my anxious walking around 
among these crouching figures seemed to an old "Gujar" similar to a shepherd 
watching over his animals. In any case, when he once observed me making my 
rounds, he asked me quite abruptly if I didn't have a dog. When I answered in 
the negative, he said quite worriedly, "But you really should have a dog! It's 
very necessary!" At first I did not attach any particular importance to the 
remark. But when I returned home after work, I was surprised and amused to 
find - as if by magic! - I found a dog in my garden. The animal, it was a female 
dog, was obviously ill: a decaying, ulcerous tumour protruded from its rear 
end. It had probably sought shelter in this quiet place from being sniffed and 
perhaps even attacked by other dogs. Although I am not particularly fond of 
dogs, I granted asylum in this case, perhaps assuming that there was some 
mysterious connection between this unusual visit and the "gujar's" utterance. 

After a while, the bitch jumped out over the wall again, but came back fairly 
regularly over the next few days and even weeks. Water or food that I tried to 
put in front of her, she did not touch. Apparently the purpose of the visit was 
only to find peace from persecution. One day I observed the dog, who had 
become visibly weaker, trying in vain to jump over the wall in the summer heat 
and finally having a seizure. I assumed that she was near the end and was not 
surprised when she did not show herself again in the next few days. I was 
even more amazed when I saw her crawling out of a ditch a few weeks later, 


followed by three young puppies! 


Intrigues 


Before I came to India, intrigue was something I knew only from history, for 
example during the Roman Empire or at the courts of the Italian Renaissance, 
and from the corresponding literary forms, especially the dramas of 
Shakespeare. Of course, there was also "scheming" at the Basel Fasnacht, that 
skilful, witty game that one plays incognito under a mask and with a disguised 


voice with one's perplexed victims, e.g. one's teachers and superiors or even 
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one's political opponents or perhaps one's vainly beloved. Provided that this is 
done in an elegant and witty way, all kinds of truths may be served up in a 
mystifying manner. 

In India, however, I soon realised that what we in the West would call 
"scheming" must be seriously reckoned with. What Europeans initially perceive 
as misleading or even perfidious, and which can give you a feeling of 
insecurity, of being betrayed, is, however, often not meant so maliciously. Most 
of the time, it's just the fundamental relationship of Eastern people to the 
present moment. The aim is to make it as pleasant as possible and to one's 
own advantage. Consistency, constancy, following a straight line, but above all 
keeping promises are virtues that rank low on the Eastern scale of values. 
They are appreciated in one's Western friends and business partners, but one 
allows oneself to behave in a way that sociologists nowadays call "context- 
oriented", i.e. "situation-related". The concept of truth is very flexible; even 
solemn affirmations or even oaths in the name of the Most high do not 
guarantee that the statement thus testified to corresponds to the generally 
binding reality. 

One gradually learns to make the necessary concessions to the assurances and 
promises of the Indian partners and at the same time to lower one's own 
expectations. Perhaps, if one has the necessary light-hearted temperament, 
one can even enjoy this game of surrendering oneself to the magic of the 
present moment, especially if one can leave again as a tourist before one has 
become too entangled in the social network. 

What I then found in Kashmir went far beyond this still relatively harmless, 
playful unreliability. There were sharply calculated strategies, elaborate 
manoeuvres, which one often unsuspectingly fell victim to here. No friendly 
approach could be trusted. With every apparent proof of kindness and 
generosity, one had to ask oneself what earlier, still hidden fault or wrong the 
person in question wanted to make up for with it or in what form he would 
present the bill for this advance next. 

This applied not only to personal and business relationships, e.g. in dealings 


with shopkeepers, but also in dealings with the authorities. One was even more 
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helplessly exposed to the manipulations of the latter; they were, after all, 
bearers of a power that one could not simply evade. As a government 
employee, I naturally got into trouble particularly often. In the process, I 
learned some of the most popular strategies over time. 

One principle, if one can speak of principles at all (secretly I often called the 
"principal" of our "medical college", with whom I had to deal above all, "the 
unprincipled headmaster"...) is never to engage in a private conversation with 
a single subordinate, at least not in the office! What someone does not dare to 
present in front of the assembled "court" and especially in the presence of the 
rarely absent sycophants, must remain unsaid. In this way, one can elegantly 
avoid knowledge and concern about delicate matters and at the same time 
avoid the suspicion that one is colluding with individuals. Even if someone who 
asks for advice or raises a problem is finally heard "coram publico", this is done 
with multiple interruptions. Similar to what certain shopkeepers in Kashmir do 
to ensure the patience of their customers, every newcomer has to be greeted 
and briefly asked about their concerns. Thus, the original member often has to 
start several times before he can even halfway state his case. However, one 
can avoid this test of patience by sending one's reports in writing to the 
responsible office. However, this still does not give you an answer or a 
decision. If the matter has become so urgent that one has to refer to one's 
earlier letter, one is often told that the letter in question has never been 
received or that it cannot be found at the moment. 

Secondly, I soon noticed that a clear line and an unambiguous statement is 
always avoided as long as possible. One sits astride the fence - as one would 
probably have to translate the apt English expression "to sit on the fence" - 
keenly watching for the moment when jumping down on one side or the other 
may be particularly rewarding or perhaps simply unavoidable. In the 
meantime, everyone who has anything to do with the matter in question and 
feels entitled to hope, is held out with good promises and assurances of their 
own commitment. In the process, one and the same advantage is usually 
promised to several candidates at the same time. By the time the decision is 


urgent, one has already cleverly found out on which side a favourable rejection 
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might bring the greatest benefit. The disappointment and indignation of those 
who go away empty-handed is accepted. Somehow an opportunity, perhaps 
even an emergency, will present itself in which one can then prove helpful in a 
compensatory way. In any case, such manipulations can provide valuable clues 
as to where and how the people concerned are most easily vulnerable, a 
knowledge that can allow one to make the game even more sophisticated on 
later occasions. 

My position as a foreigner was, of course, particularly good to play with. If one 
of my suggestions was good, they proudly boasted of being international 
experts; if, however, they did not agree with my opinions and advice, they 
scornfully said: "Oh, she's not from here! What can she understand about our 
affairs?" 

Soon I realised that it was advantageous to reveal as little as possible of one's 
expectations and emotional reactions when dealing with superiors and 
sometimes also with colleagues. It was important to "mystify" the other 
person, to keep him or her in the dark about which weapons were easiest to 
attack with. In this way, one could save oneself a lot of disappointment, insults 
and insinuations. On the other hand, of course, the need for such calculated 
restraint stifled all spontaneity, sincerity and cordiality. 

In my work as "Superintendent" of the psychiatric hospital, I fell into a whole 
nest of such machinations. I have already mentioned that despite my initial 
rejection towards this post, I had been appointed successor to the resigning 
former superintendent during my holiday absence. This was not in the form of 
a personal election, but simply "ex officio", by a general resolution that the 
Professor of Psychiatry of the Medical College should now hold this office. 
However, it was neglected - intentionally or by mistake? -The state electoral 
authority was not duly informed of this decision. Thus, after some time, an 
advertisement for this post appeared in the official gazette and also in the daily 
newspapers "in due form". When I drew the attention of the "Principal" of the 
"Medical College" to this, it seemed to me that he suppressed the first 
involuntary signs of unpleasant surprise in a flash. He was a master at it; in 


any case, his immediate and apparently unconcerned "Don't worry about it; 
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we'll see to it" actually sounded quite trustworthy. 

Meanwhile, I tried to find my way around this confused and uncertain situation 
as best I could. My deputy superintendent, the colleague with whom I was 
supposed to share the responsibility and work, was the one who had hoped to 
take on the position of superintendent himself and was naturally very annoyed 
by my intervention. I realised immediately that he was not to be trusted. Soon 
he approached me with sugary flattery; but when he saw that he could not 
impress me with it, he began to rage against me unawares like a naughty child 
in uncontrolled rage or to sulk stubbornly and, of course, to intrigue as much 
as possible in a hidden way. 

To come straight to the point: he did not only use this unsympathetic 
behaviour against me as a special enemy; he actually did not get along with 
anyone in the long run and eventually even fell out with his family. 
Unfortunately, the situation in the hospital was so tricky that I was simply 
dependent on him for many aspects of my official duties. I myself, together 
with my staff from the medical faculty, was only more or less a "guest" in the 
"Mental Hospital". The state administration of Jammu and Kashmir had, apart 
from the "Public Health Department", a special "Department of Medical 
Education". While I and my academic staff were under the latter and drew our 
salaries from there, the Mental Hospital, including staff and budget, still 
belonged to the Health Department. Although I had been given administrative 
responsibility for the hospital, my signature was of no use whatsoever for 
administrative matters. Without the cooperation of the "Deputy 
Superintendent", who was part of the hospital's staff, I could neither order 
material nor approve invoices or sign claims to the state treasury, and above 
all I could not pay salaries to the employees. 

Now, of course, it was precisely this "Deputy Superintendent" who applied for 
the - erroneously? - advertised position of "Superintendent", and apparently 
without any competition worth mentioning. About a year after my relocation to 
the "Mental Hospital" - i.e. after a period of time that would have been quite 
sufficient to clarify and eliminate the duplicity on the part of the authorities 


involved - he proudly and mockingly presented a letter according to which he 
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had been elected as the rightful superintendent by the state electoral authority. 
What next? - I reported the situation to my immediate superior, the "Principal" 
of the "Medical College". No doubt he was already aware of the matter, which 
was certainly convenient for him in some way. However, he knew how to be 
dismayed. I insisted that under these circumstances I was not in a position to 
really perform the office entrusted to me. A few days later, a government order 
arrived to the effect that the younger colleague was now a "Superintendent"; 
however, he had to exercise his office under the supervision of the professor of 
psychiatry. With this, I was elevated to "all-over superintendent", so to speak. 

I called my colleague, with whom of course by now the relationship was 
already thoroughly spoiled, and explained that in my opinion there were three 
variants to manage the problematic situation to some extent: Either he could 
act as the sole ruler while I passively retreated into the background in my 
fictitious role, or I myself could take the lead and leave him on the left; thirdly, 
there was still the possibility that we should both try to work together in the 
best interest of the hospital entrusted to us; in doing so, he could perhaps 
learn something from me, the considerably older and more experienced 
colleague. After all, I added conciliatorily, it was neither his nor my fault that 
this strange situation had arisen, and we were both caught in the same 
predicament. 

With a humble, even submissive expression, the "superintendent" opted for 
this third solution. He actually stuck to it quite well for some time. It never 
came to an ideal collaboration; he was far too vain and insincere for that, far 
too keen on always keeping up appearances superficially without wanting to 
commit himself fundamentally to any values. During this time he spoke of 
wanting to go abroad to further his education. Since my goodwill was very 
desirable to him for this purpose - after all, good references and advice from 
me could only be beneficial to such an undertaking! - he even overdid it once 
again with politeness and compliance. Somehow - for what reason, I don't 
know exactly - his plans failed, however, and he became grumpy, dissatisfied 
and rebellious again. 


A few months later, the then Chief Minister of Jammu and Kashmir died. The 
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next day, the young colleague suddenly came up trumps with a "unilateral 
declaration of independence". (Such "Unilateral Declarations of Independence" 
were in the air at that time on the part of previous colonial states!) He 
brazenly claimed that I had no legal basis for my position at all and no right to 
order him to do anything. According to the rules and regulations of the 
government, something like an "all-over superintendent", who also belonged to 
another government department, was not possible and feasible. I suggested to 
him that the matter be submitted jointly to the "Principal". 

In my presence, he tried to exhort the rebel to show the necessary deference 
to me as the older and more experienced colleague and to let himself be 
guided by me. He gave him ample opportunity to make his complaints, 
arguments and in some cases insults against me; me, on the other hand, he 
heard only briefly. Soon afterwards, he even showed him a special favour by 
simply granting him a "lectureship" at the medical faculty on his own initiative, 
without seeking the approval of the higher authorities. 

The background soon became clear to me: the new "Chief Minister" was, unlike 
his predecessor, a good friend of my young colleague's father! He now felt he 
was on Safe ground politically and therefore dared to come out openly with his 
demands, which he probably never gave up. As a foreigner, I did not have 
much chance of coming out against this "power grab", especially in view of the 
obvious duplicity of the "principal". For the sake of the patients, I did not want 
it to come to an open confrontation. I therefore pursued the tried and tested 
Swiss "réduit policy" and, together with my academic colleagues, increasingly 
restricted myself to the clinical areas for which I was undoubtedly responsible 
by virtue of my office as professor of psychiatry. Although the "superintendent" 
had promised to at least submit to my clinical authority, I could clearly feel his 
resistance in this respect as well. He did not give much to methods that 
required careful and patient responsiveness to the patients' concerns, but 
swore by the efficacy of electric shock. He interpreted my efforts to personally 
monitor the patients’ well-being through frequent rounds as a sign of distrust 
towards the staff. He could not or did not want to see that they, in their 


depravity, ignorance and low-mindedness, deserved no trust at all and were in 
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dire need of such supervision. For him, the office of "superintendent", as he 
once explained to me himself, meant holding court in a spacious office sitting 
at a desk and from there disposing of his subordinates and the patients. Above 
all, he wanted to be able to leave the hospital quickly at 4 p.m., or if possible 
before, and devote himself to his private practice. 

Since we were the only doctors who had free quarters in the vicinity of the 
hospital, we had an agreement that I would be responsible for all emergencies 
from the end of work, i.e. from 4 p.m. until 9 p.m., while he himself would be 
on call for the night until work resumed the next morning. We could share the 
Sunday duties with the other colleagues. However, I soon noticed that he did 
not stick to this arrangement. Since he was having a house built for himself 
elsewhere, he hardly ever came back to his quarters at night for weeks. Then 
either I had to step in at times that would have been rest breaks for me, or it 
was simply left to the orderlies and guards to make decisions and perform 
functions for which they were in no way competent. The staff apparently had 
instructions to avoid seeking my help for hospitalised patients if possible. 

When I returned from a European holiday of several weeks in the summer of 
the following year, i.e. about 1% years later, my co-workers from the "Medical 
College" reported to me that the "Superintendent", in disregard of the duty 
rosters I had left in writing, had prevented them from working in the wards in 
my absence, or at least had deliberately made it difficult for them to do so. 
They had thus been forced to confine themselves only to work at the polyclinic. 
I had no desire to change the situation again and informed the superintendent 
that I would continue to adhere to the division of labour that had been ordered 
by him during my absence. I also informed the principal, but only verbally. 

No one seemed to have any objections. The "Principal" only cared that I should 
defend and hold on to a "base" at the "Mental Hospital" for the "Medical 
College" under all circumstances - how, he obviously did not care. "Hold on to 
your seat!" he kept admonishing me. This was, after all, one of the conditions 
for the recognition of the medical college by the "Indian Medical Council", i.e. 
the medical supervisory authority of the Indian central government. 


I often asked myself whether my decision to retire from the hospital had been 
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the right one. At a later stage, certain authorities accused me of "neglect of 
duty". Formally, however, I was quite covered in my action. Not only did the 
authorities not react in any way to my first report, but also to my description of 
the situation in the next annual report. I calmed the recurring doubts of my 
own conscience by referring to the story of Solomon's judgement: rather the 
"wrong mother" should have the whole child than have it cut in two. Applied to 
my case: Better that the hospital should be entirely under my colleague than 
that it should suffer from the inevitable antagonisms between my and my 
adversary's ways of dealing with patients and staff. 

That I had not simply withdrawn from the matter out of convenience and 
aversion to responsibility, I felt again and again from the fact that I was really 
deeply sorry to know that the patients who had become dear to me had been 
so neglected and that the impossibility of continuing to care for them and 
improve their lot meant a real renunciation to me. In any case, enough work 
was provided for, as the two outpatient clinics had quickly grown to a 
respectable size. 

*K OK OK 

An English proverb says: "If you give a man a long enough rope, he will end up 
by hanging himself with it. In German roughly: "If you give a fellow a long 
enough rope, he will end up by hanging himself with it." That was indeed what 
the superintendent did with the free leeway I gave him. However, it took 
another whole 11% years to get there. 

The seasons in Kashmir are usually as unpredictable as the people. I have 
experienced winters in which the only thing that reminded me of snow was the 
blossom snow of the almond trees, which already unfolded its splendour at the 
end of February. Then again, it could happen that winter had not yet finished 
pouring out its sack into April and one could only think of taking off one's warm 
clothes in May. In other years, the snow already lay far down on the mountain 
slopes in October, so that one shivered and longed for the moment - in mid- 
November! - when, according to the government decree, the heating devices 
could be put into operation. 


The winter of 1974/75 was one of the worst I experienced. It started very early 
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with all its severity and would not end. There were extensive snowfalls; but 
above all, for weeks the sun hardly ever managed to penetrate the thick cloud 
cover over the valley and provide some warmth. Those who had an academic 
degree and were thus entitled to the long winter semester holidays in Kashmir 
looked forward to this holiday period with joyful anticipation, which was then 
mostly used to warm up in more southern regions of India. I myself was on the 
holiday list for six weeks from mid-December and made preparations to work 
as a guest lecturer in warmer climes. When I returned to my flat from a walk in 
the city two days before my planned departure, in early January, I was called 


to the hospital. 


There sat the Director of the Department of Medical Education, a somewhat 
pompous Sikh who, only after retiring from a high office in a neighbouring 
state, had been recruited for a short-term contract with the Kashmir 
government. So, like me, he was "one from outside". He had just interrogated 
the superintendent and now wanted to hear my statements and comments on 
the scandalous situation he had encountered. I was not at all prepared for this. 
However, I had heard rumours that several patients had died in the last six 
weeks. Once I had even been called in at night, when my colleague had once 
again shirked his night duty without reporting to me, to sort out a strange 
situation. Despite all the admonitions not to involve me in the affairs of the 
hospital, the orderlies and guards had obviously not been able to cope with it: 
The previous day, again, one of the hospitalised patients had died; another 
patient, on the other hand, was to be given leave to go home accompanied by 
a staff member. Apparently it then happened that the corpse was delivered to 
the family of the still living patient to be granted leave, while the patient on 
leave was taken to the house of the dead person. So, although chaos, 
confusion and utter helplessness had obviously reigned in the hospital before 
my holidays began, it had been ensured that I and my colleagues from the 
"Medical College" did not get to know about it. 

News of the extraordinarily rapid succession of deaths gradually spread and 


journalists began to smell a "sensation". Instead of informing his superiors 
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about the difficulties and seeking advice and, as far as possible, cover for his 
incompetence, the superintendent now made the additional mistake of 
organising a press conference on his own initiative, without the permission of 
the authorities. He apparently used it to play down the matter and pull the 
wool over the eyes of those present. Angered by this, the media people not 
only carried the scandal, which they were not easily fooled about, in the pages 
of the local Kashmiri papers; it was even widely reported in the major Indian 
dailies and was also broadcast on the radio. Since I hardly ever listened to the 
radio at that time and only caught an English-language newspaper now and 
then, none of this had reached me yet. The authorities, Nowever, 
understandably reacted very sensitively to this situation. 

The fact that it was the Director of Medical Education who had been sent over 
the snowy mountains to Srinagar from the government's winter residence in 
Jammu and not the actual superior of the Superintendent and his hospital, i.e. 
the Director of the Health Department, may well have had its reasons. In any 
case, it was he, i.e. my highest superior, whom I was now sitting opposite. I 
learnt from him that in the last six weeks 14 patients had died either in the 
hospital itself or shortly after transfer to the general hospital of the "Medical 
College". It was concluded that the Superintendent had failed or neglected to 
protect his patients from the early onset and exceptionally grim winter cold. 

I first explained to him the circumstances that had led me and my colleagues 
from the "Medical College" to withdraw from working in the hospital 1/2 years 
ago. To justify my cluelessness, I also pointed out that I had already been duly 
on winter holiday for the last 2 - 3 weeks and had therefore not even been 
working at the polyclinic. 

As to the probable cause of the deaths, I suggested that - unless it was an 
epidemic of some infectious disease, for which there was no evidence - the 
cold as such could hardly have had such a fatal effect. The patients had more 
likely fallen victim to incorrectly applied and insufficiently monitored heat. At 
first, the director took note of this with incredulous amazement. However, I 
was able to tell him from my own experience how difficult it was to protect 


these incompetent, often unpredictable or even violent patients from harm by 
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the primitive heating facilities at our disposal, and to maintain the hygiene 
otherwise guaranteed to a minimum by the "open-air treatment" even in a 
severe winter. I recalled that as soon as I started working at this hospital, i.e. 
four years ago, I had pointed out all the deficiencies in a comprehensive and 
thorough report on its condition at that time and had repeatedly made 
proposals to the authorities to improve it, but without success. 

In any case, I succeeded in convincing the director that I myself and the 
colleagues who were subordinate to me, and thus also to him, had not had 
anything to do with the care of the hospital inmates for 1% years and that 
therefore we could not be blamed or responsible for the present deplorable 
occurrence. It would have been the duty of the present superintendent to seek 
advice from me or to turn to his superiors in the health department when he 
realised that he could no longer cope with the situation. But he obviously had 
the ambition to show that he himself was capable of seeing to the right. Then, 
when his streak of bad luck became thicker and blacker, he did not have the 
courage to admit his inadequacy in time and ask for help. 

Apparently, the director was only too happy to hear this. Firstly, on the basis of 
my explanations, he was able to immediately appoint me - as an expert not 
involved in the scandal - as the rightful "superintendent", cancelling my 
holidays and the flight tickets I had already bought, thus sparing him the 
almost hopeless search for another replacement for the colleague who was of 
course immediately relieved of his office. Secondly, it was obviously a personal 
satisfaction for him, and perhaps an opportunity to make up for earlier 
shortcomings, that he could so promptly provide the necessary team from his 
own department to save the hospital after a subordinate of his rival, the 
Director of Health, had manoeuvred it into this scandalous situation through 


his incompetence and stubborn obstinacy. 


We are building a "hamAm "*. 


Actually, I would have liked to spare myself writing the preceding rather 


embarrassing and ultimately sad chapter and exposing someone who was, 
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after all, a colleague in this way. However, I could hardly have explained in any 
other way why, despite my appointment as "Superintendent" more than four 
years ago, I had not been able to significantly improve the hygienic conditions 
and, in general, the care of hospitalised patients. The alarming story I have 
just reported also gives a measure of the indifference and hard-heartedness 
with which the authorities neglected or even ignored the needs of the mentally 
ill. Even now, progress was slow, and it was necessary to hold out for another 
two and a half winters, with the same primitive facilities, until the innovations I 
had proposed could finally take effect. 

At least I was now - for the first time in more than four years! - I now sat - for 
the first time in more than four years - in the uncontested chair of the hospital 
director, which I had previously left to my adversary. The first thing I did, of 
course, was to sigh with relief that once again - as had been the case in earlier 
crises during my 19 years in India - fate had intervened in a very surprising 
way and suddenly brought about a favourable turn of events for me. If one 
wants to express this in an Indian way, one thinks of Shiva, the destroyer, with 
his all-transforming dance. However, this had required the sacrifice of 14 
human lives! 

The first thing to do was to find out how this almost incomprehensibly large 
number of deaths among the hospitalised patients had come about. My 
immediate inspection of the wards, the questioning of the staff and the 
examination of the very scanty medical records of the deceased, which I was 
allowed to do before the government confiscated them, convinced me that my 
absurd assumption was correct: the patients had not died of cold, but of 
incorrectly applied and_ insufficiently monitored heat! The measures 
immediately ordered on the basis of this theory, the implementation of which 
was of course strictly supervised by me personally, were indeed successful. 
During the remaining three winter months, only one patient died and in the 
whole calendar year, which was just beginning at that time, the mortality rate 
could be reduced from 3.1 % of all admitted patients in the previous year to 
only 1.1 %. 


For the time being, my "theory" may have caused as much incredulous head- 
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shaking among readers as it did among the Director of Medical Education and 
later other officials. I therefore have to elaborate a little further, not only to 
explain what had already happened at the time, but also to promote 
understanding of the rather peculiar solution we then arrived at in order to 
avoid anything similar in the future. 

Our hospital was probably the only "mental hospital" in the whole of India 
where the problem of heating in winter had to be solved. In all other regions 
where such institutions are located, one can, with rare exceptions, count on 
the temperature remaining reasonably bearable even in winter, that above all 
no snow falls and that the sun breaks through again after a short cover and 
warms everything. Yes, in many regions even winter with clear blue skies 
every day is the most pleasant season. Apart from the allocation of woollen or 
quilted blankets and warmer clothing, special measures are hardly necessary 
under these circumstances. 

But how do the Kashmiris usually protect themselves against the cold? Well, 
they carry in the folds of their wide woollen outer garment, the sleeves of 
which are then allowed to hang down empty, an earthen pot filled with glowing 
ashes and neatly fitted into a wicker basket with a handle, the so-called 
"kangri" (Figs. 18 and 7). One can imagine that this individual heating system, 
which one keeps pressed against oneself day and night, significantly reduces 
the willingness to use one's hands for other purposes. I myself always refused 
to use such a "kangri", as my hands were always otherwise occupied. However, 
for the Kashmiri, who by nature likes to avoid work, this need to look after his 
firepot is a welcome dispensation from other activities. 

I was told a story about the origin of this custom: several hundred years ago, a 
foreign ruler is said to have considered how to successfully deal with the 
hotheadedness and quarrelsomeness of his Kashmiri subjects. A clever 
minister then advised him to introduce the "pheran", the aforementioned loose 
outer garment with the "optional" wide sleeves, and the described fire pot, the 
"kangri", for the winter. The expectation was that, thus equipped, the Kashmiri 
would be less quick to let themselves be carried away to destructive and 


hurtful assaults at the slightest challenge. The experiment succeeded to a 
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certain extent, but in extreme cases had just the opposite effect: if a Kashmiri 
wearing a "kangri" gets beyond a certain level of excitement and anger, the 
firepot itself becomes a handy projectile to throw. One can easily imagine the 
hideous injuries that result when, in a quarrel, a shower of hot ashes is poured 
over the opponent or the whole pot is hurled against his skull! 

So if even ordinary Kashmiri can abuse their warmer in this way, how could 
psychiatric patients be trusted to handle it more carefully? When I took up my 
post at the "Mental Hospital", I found a considerable stock of such "kangri" in 
the material store. My predecessor had obviously not shied away from handing 
them out to the patients - but only to the "reliable" ones, as the staff assured 
me. But then what was to stop the other, less trustworthy inmates from 
snatching away the coveted thing and using it not only to burn clothes and 
bedding, but also to injure or even kill fellow patients or staff? Moreover, a 
"kangri", as I later found out again and again, meant a very special danger for 
all seizure patients. Many of the epileptics we cared for in the polyclinic showed 
signs of multiple burns, even complete mutilation of the hands. Even for those 
who handle this heating device with relative care, there is at least the danger 
of permanent skin damage to the abdomen and thighs, which not infrequently 
degenerates into skin cancer. So I was not willing to use this heat source for 
our patients. My colleagues agreed with me on this point. 

A common alternative in Kashmir, but one that only relatively rich people can 
afford, is the "bukhari", a small cylindrical tin stove that can be heated either 
with coal or, in a more solid version, with wood. This heat source is, however, a 
"disposable item", so to speak, but not in the modern sense! What is meant by 
this is that the same round opening on top of the cylinder is not only used for 
filling the fuel and stoking the fire, possibly also for cooking, but also for 
emptying the cinders (Fig. 5). So after 4 - 6 hours, when a load has burnt 
down, the kiln must be allowed to cool down. Only then can the bent pipe, 
which has to be pushed out through a hole in a window pane every year, be 
dismantled, the whole apparatus carried outside and turned upside down to 
empty out the remains. The little door in the lower part of the tin cylinder 


standing on wobbly legs serves only to regulate the air supply and to remove 


85 


the fine ash falling down through a grate. 

For the official heating season, which was always scheduled from 15 November 
to 15 March, regardless of the actual weather conditions, such furnaces were 
also installed in our hospital, not only in the bureaux but also in the wards. 
One can easily imagine that even this source of heat did not offer much 
security. Our patients, used to having their "kangri" pressed close to their 
bodies, thought that they had to get as close as possible to this other, 
unfamiliar heating device. Of course, this not only led to burns of clothes and 
skin, but also to frequent fights about the warmest place. It could happen that 
the whole device, which was not very stable, fell over or even that a patient 
who had lost his temper tried to grab it and beat or throw it around. There was 
also the danger of toxic gases escaping into the room air as a result of careless 
assembly of the pipes. In addition, the employees often neglected to 
constantly place vessels with water to evaporate on the ovens, which were 
heated to red heat, and to make sure that it was not used for other purposes 
or wasted. This made the air too dry, which in turn could have an unfavourable 
effect on the mucous membranes of the respiratory tract. 

This heating system could therefore only be used without great risk if the staff 
constantly monitored it conscientiously and one could be sure that the patients 
were never left to their own devices without supervision in a room heated in 
this way, but especially not in the so-called "straw room". During the winters 
when I was still responsible for the hospital inmates, I myself had learned 
enough that the implementation of these precautionary measures could only 
be reasonably guaranteed by constant strict control and surprise visits at any 
time of the day or night. 

To make matters even more difficult - again something the Western reader can 
hardly imagine - was the fact that the nurses and guards were generally very 
reluctant to stay with the patients in the wards at night. The doors could only 
be locked from the outside with bolts and padlocks. Once you were locked in, 
you could not get out again without help from outside. But if the locks could 
have been opened from the inside (locks that could be opened from both sides 


and especially "passepartouts", as used in psychiatric hospitals in the West, 
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hardly existed in India at that time), one would have had to stay awake to 
prevent the patients from taking the keys and running away. 

In addition, there was the disgust of close contact with the usually quite 
unclean patients and the fear of attacks by violent mental patients. Without 
strict personal control, one could not count on the employees to 
conscientiously monitor the heating facilities and the associated hygienic 
measures. 

My colleague had obviously made things easy for himself in this respect and 
simply relied on his illusionary faith in the efficiency and honesty of his 
employees. After all, he was obviously aware that he had to avoid the 
accusation of exposing his patients to the cold. However, he did too much of a 
good thing. As far as I could find out, he gave orders not to let the patients go 
outside during the day if possible. Instead of refraining from heating at least 
during the actual night shift, i.e. from about 10 p.m. to 6 a.m., since the rooms 
were then sufficiently warmed up from the day and the patients were also 
wrapped in their woollen blankets or stuck in thick straw, he also kept the little 
tin stoves burning at night, but without ventilation and humidification, and 
above all without sufficiently controlling the behaviour of the patients 
themselves or at least having it monitored by reliable employees. 

Most of our patients were very hardened and not used to room air. It turned 
out that those who roamed around outside in the garden and on the covered 
terraces in all weathers, instead of sitting behind the stove as prescribed, were 
best off in terms of health. Those who had pressed themselves too close to the 
warmth of the oven risked respiratory infections, which of course spread 
rapidly among the tightly packed patients on the parched mucous membranes 
and in the stuffy air. 

Now, with our mostly very unreasonable patients, who were also confused by 
their illness, indifferent or depressed, one could not expect them to report 
minor health disturbances in time and in an understandable way. Moreover, 
one could not rely on the dutifulness and observational skills of the nursing and 
guarding staff either. In addition, the psychotropic drugs could occasionally 


mask the first signs of an illness. It might happen that a cold was only 
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discovered when it had already developed into pneumonia and the person 
concerned was feverish, wheezing and sweating, or was already on his last 
legs. Even then, it was often fellow patients who alerted the nursing staff to 
their companion's critical condition. 

In view of all these dangers, of which I was already sufficiently aware, it was 
not too difficult for me to issue the necessary decrees for better hygiene and a 
more active daily routine. What I was not spared, however, was the effort of 
constant careful monitoring of their implementation. Every evening, and of 
course several times during working hours, I made my rounds, making sure 
that every patient was really accommodated in the hospital room intended for 
him - let's not talk about the "bed intended for him"! - that everyone had 
enough woollen blankets and that no one showed any signs of infection, burns 
or injuries. Often at night, before I went to bed, I made another surprise visit 
to see whether the little tin ovens had really been removed from the wards 
after the evening shift and whether the staff were really vigilant in their night 
duty. Gradually, I also succeeded in organising introductory courses for the 
assistant nurses on their duties, thus promoting their understanding of certain 
measures. 

As already mentioned, this painstaking effort paid off, not only in the 
remaining months of that fatal winter, but also in the two cold seasons that 
followed. 

Nevertheless, serious thought had to be given to how to provide the necessary 
warmth to our patients in a safe and hygienic manner. Alarmed and warned out 
of their apathy by the unfortunate events, the authorities were more willing 
than usual to make the matter worthwhile. This opportunity had to be seized. 
The first precondition, however, was that the administrative and clinical 
management of the hospital were finally brought under one roof. This did not 
happen until the following summer, when the hospital, now called the "Hospital 
for Psychiatric Diseases", was completely subordinated to the Office for Medical 
Education. 

Now there was finally a chance that my long thought-out and partly already 


formulated proposals for the expansion and improvement of the backward 
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hospital would be heard. I now also had access to the experts of the building 
department. One of the first problems discussed with them was, of course, that 
of a suitable heating system. 

Hopefully, but entirely unrealistically, they first spoke of central heating. Until 
recently, the only building in the whole of Kashmir that could boast of central 
heating was the General Hospital of the "Medical College", which had been built 
under the patronage of one of the last British Viceroys. Of course, the entire 
heating system was "foreign made", i.e. imported, and it was very difficult to 
make the system, which had already become old and rusty, operational again 
with makeshift repairs. Only recently did an Indian company from across the 
mountains, presumably with Western participation, begin to install central 
heating systems in new feudal hotel buildings. However, they still had to prove 
themselves. The heating material - both coal and oil - had to be imported over 
the 2700 m high mountain pass, of course. The risk was that the road would 
become unusable due to snowfall or landslides just when supplies were most 
urgently needed. 

I immediately saw the impossibility of this proposal. In our hospital's buildings, 
which were arranged on the ground level, in rooms that all led directly to the 
outside and with poorly closing, even loose windows and doors, the usefulness 
of central heating would have been minimal. Moreover, in order to protect the 
installations from damage by the patients, all radiators and pipes would have 
had to be carefully covered with expensive material. 

The experts began to realise that the strange habits of our patients had to be 
taken into account. "So, why not electric heating by radiators down from the 
ceiling?" they went on. Well, heat usually rises! The radiators would probably 
only have burnt the wooden ceilings and would have given little heat 
downwards. Besides, especially in winter, the electricity supply was by no 
means reliable. To save electricity, it was often cut off except for a few hours a 
day, if not shut down completely by massive snowfalls or storms. 

During the many years of my work in India, and especially among illiterate 
people, I myself had long since noticed that any facility that is too much 


designed according to differentiated western models is ruined in no time not 
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only by ignorance and misuse, but also by insufficient care in maintenance. 
This was especially true of sanitary installations: Even in new buildings, e.g. 
hospitals, university institutes, administrative buildings, hotels, the toilets not 
only look quite unappetising very soon after opening, but one can hardly find 
anything that works properly any more. If this happens even where relatively 
educated and disciplined people use the products of Western technology, what 
would it look like with our psychiatric patients? They were, after all, mostly 
illiterate peasants from remote mountain valleys, some of them even semi- 
nomadic herders, and in a confused state of mind to boot! 

I myself, as a European, had already dared to take the reactionary step right at 
the beginning of my work at this hospital of having all the flush toilets installed 
in the wards in 1958, which were hardly usable any more, looked disgusting 
and also spread a correspondingly foul smell, torn out and replaced by simple, 
concrete trench latrines. These were then used sensibly by the patients and 
kept impeccably clean by our cleaning crew. So we also had to find a heating 
system that our patients were familiar with and would thus automatically 
handle properly. 

Finally, someone mentioned the possibility of a "hamam". I had heard quite a 
bit about this; however, I first had to get more detailed information about it, 
and the reader probably also needs an explanation. 

Before believing Muslims say their prayers, especially if this is done in a 
mosque, they should wash their hands and feet, but especially make sure that 
neither skin nor clothes are contaminated with traces of urine. In hot 
countries, there is no need for complicated facilities for this. In Kashmir, 
however, it is a blessing to have a hot water supply in the mosques during the 
cold winter. Most mosques, but also some barber shops and private houses, 


therefore have a so-called "hamam". 
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This consists of a small heating chamber into which fuel is poured from outside 
the building, lit and stoked. This fire not only heats a large copper kettle that 
supplies the hot water for the small bathing cabins, but the smoke, directed 
through channels between a double floor, also heats the floor tiles of the 
adjacent room. I had, of course, seen excavated remains of Roman baths in 
Europe. The Kashmiri "hamam", however, is constructed somewhat differently, 
and some visual instruction was needed before I fully understood how this 
facility worked. 

One Sunday morning at the beginning of the next winter, I was picked up by 
an official of the building department, accompanied by an old, bearded 
workman, and taken to the shore of the nearby lake where a small mosque 
was under construction. The inner structure of the "hamams" was just exposed 
at that time. I could see the three channels running in different directions from 
the round heating chamber. Small brick pillars were now to be erected on the 
recessed floor. These in turn were to support the stone slabs that would store 
the heat and radiate it into the room above. Immediately afterwards, I was 


allowed to visit a "hamam" system in use in a venerable mosque, which of 
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course meant a special favour for me as a woman. There I could see the pipes 
through which the hot water from the boiler is distributed to the washing and 
bathing cabins, as well as the heated room where the men rest and chat 
comfortably after bathing and before or after prayer. 

I now knew enough about the construction and functions of a "hamams" to be 
able to think about how such a facility could best be designed for the welfare of 
our patients. Unfortunately, the higher authorities were not _ initially 
enthusiastic about this idea, probably because it was not sufficiently "modern", 
perhaps also because they still could not imagine the needs of our patients 
realistically enough, possibly also because they preferred to use the available 
funds for other, more glorious projects. 

Finally, almost 1% years after the winter disaster, there was hope of obtaining 
funds for a building programme in our hospital. I again explained my proposal 
for a "hamam" heating system to the experts of the building department. 
However, what they presented to me a few weeks later was merely a plan for a 
small bathing facility, more or less on the traditional model. I, on the other 
hand, had a "hamam" hospital ward in mind. The urgently needed hot water 
supply was to be combined with a heated floor area where our 30-40 most 
helpless and destructive male patients could sleep comfortably and safely on 
straw or reed mats. 

So I had to come up with a plan myself. Well, I had some practice at it. Not 
only had I learned to draw sketches of terrain and buildings in my girl scout 
days, but I had often designed "dream houses" together with my sisters in my 
childhood. Also, right at the beginning of my work in India, I had to supervise 
the construction of a new wing for the clinic I was running at the time. So I 


was also somewhat familiar with Indian construction methods and terminology. 


It was clear to me that the government's willingness to finance a building 
project had to be exploited to the utmost. I therefore tried to pack into the 
building, the plan of which I now began to draw up, not only the main 


purposes of the hot water supply and the heated infirmary, but also the various 
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other innovations that had been urgently needed for a long time (Fig. 4): 

1. for example, our female patients had no terrace where they could sit outside 
in the shade on hot days. The new building, which was to be erected near the 
women's ward, would therefore provide this terrace.2. Furthermore, we never 
had enough space to store the firewood for our kitchen in the dry; in addition, 
wood for the "hamam" had to be kept ready. Consequently, a woodshed also 
had to figure on the plan. 

Our only possibility of temporarily isolating agitated patients or helpless old or 
physically ill hospital inmates was in the old cells taken over from the prison, 
whose barred doors led out into an open courtyard. Of course, it was always 
particularly cold there in winter. So I had to try to include a few isolation cells 
in my sketch plan. 

4 I have already mentioned that our staff did not appreciate being on night 
watch in the immediate vicinity of the patients, i.e. in the wards, and that this 
was a major reason for negligence and poor care. I therefore planned a staff 
room for the new "hamam" department, the floor of which would also still be 
heated. From there, not only the "hamam" room itself was to be easily 
monitored through a sliding window; the other parts of the hospital grounds 
could also be kept under surveillance through windows on all sides. In addition, 
this room would make an excellent central distribution point for medicines to 
all patients. 5. 

5. by having a toilet for the staff close by - something that did not exist before! 
- this monitoring ward should be designed in such a way that the nurses would 
really no longer have any excuses for inadequate performance of their duties. 
6. another small room near the bathing cells should be designated for the 
barber. At the same time, it could be used for medical examinations and 
checks immediately after the bath. 

Together with the two central facilities, the building to be designed would 
house eight urgently needed facilities. After some trial and error, I actually 
managed to fit all these projects neatly into a single compact block. Once the 
plan was on paper, it worked like a charm. The building loans were not only 


granted for this project, but also for the long requested enclosure wall for the 
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land around the hospital, so that there was the prospect of creating 


employment opportunities for our patients in the form of vegetable cultivation. 


However, the construction of the "hamam" was not started until 
December 1977, too late to bring the longed-for relief for that winter. It was 
only a year later, almost three years after the fatal events that led to my 
"assumption of power", that the building could be inaugurated. 

During the construction period, it was of course exciting for me to observe how 
gradually my small two-dimensional sketch found its realisation in tangible, 
life-size structures (Fig. 7). The most difficult part of the construction work was 
the construction of the actual "hamam"; especially the double floor for the 
heatable area. Traditional building craftsmen and_ particularly — skilled 
stonemasons and tilers were used for this. Large square, 72 cm thick slabs of 
a hard, granite-like stone were brought in. These were now to be supported on 
brick pillars at a distance of 60 cm from the brick foundation. Since the stone 
slabs were by no means all of the same size and shape, the pillars had to be 
arranged exactly to measure. The granite slabs, however, were not allowed to 
be placed directly on these brick pillars to avoid them bursting under the great 
heat. The latter first had to be connected with narrow, long pieces of slate. 
Where four of these slates met at right angles on the surface of the pillars, two 
to three small, irregular brick fragments were piled up and cemented together 
with clay plaster. Only then did the granite slabs rest on this base, which 
seemed rather unstable but actually guaranteed the necessary elastic strength 
and above all heat resistance. Not only for the joining of the bricks for the 
pillars and the small brick fragments, but also for the plastering of the walls, 
not cement but a specially prepared clay plaster was used, which apparently 
tolerates the heat better. The clay mass with which the granite slabs were 
inserted was also mixed with rice chaff, similar to ancient building materials 
known to us from the time of Israel in Egypt. A 15 cm thick layer of sand was 
placed over the brick foundation to ensure good heat storage. Above the 
heating chamber, which was accessible from the outside through a small 


vaulted passage, the 400-litre copper boiler was supplied in a solid mantle of 
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bricks and clay pavement. At the opposite end of the room, the smoke 
circulating between the two floors was to be transferred to two chimneys 
through three passages running under the floor of the adjoining rooms. 

Of course, the construction was not without its difficulties. Soon the necessary 
materials were in short supply, then for some reason the workers failed to 
show up; at times unfavourable weather conditions put a stop to the work. 
During a particularly long break, just during the most critical phase of the 
completion of the actual "hamam", I was told that the old master craftsman 
was on strike. He claimed that it was his traditional right to receive new clothes 
for his work in addition to the agreed wage. As long as this demand was not 
granted, he and his workers would go on strike. The state treasury would have 
to pay for a suit for the conservative man from some budget item. Fortunately, 
it was not a Western-style "good shell", but only a modest cotton Kashmiri 
pyjama suit. 

Since the heated room was to be used only in winter, and then probably mainly 
at night, we did not need to worry about whether the windows would provide a 
pleasant view. Easily accessible windows could in any case, apart from the 
danger of damage and injury, be abused all too easily from the inside as well 
as from the outside for all kinds of mischief. For the lighting and ventilation of 
this very high main room, it was therefore sufficient to have windows mounted 
in deep niches just below the ceiling. On the floor of these niches I also had 
the tube lamps for the lighting installed, so that everything made of glass was 
protected out of reach, even out of throwing range of our patients. 

Seen from the outside, these windows were situated between the roof ledge, 
which covered the lower adjoining rooms, and the main roof, which sloped 
slightly on all sides (Fig. 19). Without being aware of it, I had planned a 
building with this two-tiered roof that looked very similar to the local village 
mosques. This impression was reinforced by the two chimneys that flanked the 
front like minarets. In addition, since a "hamam" was something most of our 
patients knew only from the mosque, the respect and reverent silence owed to 
a house of prayer was transferred, at least to some extent, to this new hospital 


room. 


95 


During the whole construction period, I had to make sure that due 
consideration was given to safety and to the peculiar habits of our patients, 
even with regard to details such as locks, light switches, sharp corners and 
edges, etc. The toilet located right next to the hall again consisted only of a 
cemented pit. The water supply, which we at least wanted to make available to 
the users for their personal cleaning according to Indian custom, had to be 
changed several times until it finally no longer allowed any abuse or damage. 
Of course, I was horrified when I noticed that a bolt had been inserted in the 
door that could be closed from the inside! The small hinged windows in this 
toilet and in the isolation cells also presented us with some problems. 

In the end, however, everything came out exactly as I had planned. During two 
winters I still had the opportunity to experience that all the facilities actually 
worked excellently. The whole combined project not only had very low 
construction costs, but also proved to be unexpectedly cheap in use. The total 
expenditure for the construction amounted to barely 40,000 Swiss francs; the 
operation of the heating and the hot water supply, which allowed us to give 
each patient a bath at least twice a week, naturally in the Indian style by 
pouring water over a vessel, came to about 3 - 4 Swiss francs per day, i.e. less 
than it would have cost to heat the corresponding rooms with one of the little 
tin stoves otherwise used. In addition, one could finally be sure that the staff 
stayed in close proximity to the now much cleaner patients at night and 
supervised them properly. 

The floor heating had another advantage that we had not actually considered: 
Since the whole stone surface was evenly warm, there was no fighting over the 
best place. The 30 - 40 patients were happy to lie down directly on the granite 
slabs without using the reed mats provided. Even the residents of the other 
wards, where "bukharis" were still on duty, crowded into the "hamam" in bad 
weather, which was generally popular with its cosy warmth. The patients who 
had to be isolated shared not only the warmth but also the human closeness of 


their companions in their barred cells. 
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Skizze 5 Profil des Doppelbodens des «Hamam» 





In the beginning, we only had difficulties with the permit for the purchase of 
cedar wood. A "hamam" must be operated with cedar or at least fir wood, as 
other types of wood do not develop enough smoke when burning. However, 
this required a special permit from the forestry office. But as the news of our 
successful project spread among the population and even in government 


circles, we were gladly granted the necessary wood supply. 


The Fortnight War 


It was not only within the small world of our hospital that there were 
difficulties and upsets; the waves of events in the big world outside also 
occasionally crashed against our walls. 

It was a Friday evening in early December 1971, and the muezzin had just 
called to prayer from the mosques. I had something to do in my garden before 
nightfall. Next to me, happily chatting with me, sat my neighbour's three-year- 
old little girl. Suddenly there was a rattling, rumbling and roaring noise that 
made the ground beneath us tremble. The little boy flinched and looked at me 
anxiously. In order not to worry him even more, I said, letting my voice sound 
as unconcerned as possible: "I guess this will be the fireworks for a wedding 


once again!" I knew all too well, however, that something much more sinister 


oT 


was at play. 

At that time, the struggle for the eastern part of Pakistan, now Bangladesh, 
had entered its final phase. It was feared that the Pakistanis, in order to divert 
attention from their hopeless situation there and at the same time take 
revenge for the Indian intervention, would launch attacks against India's 
western border areas. In fact, even after the thunderous noise had died down 
a little, I could still hear the whirring of aircraft engines, and then, after some 
delay, the alarm sirens reported that Srinagar had just experienced its first air 
raid. 

I took the little boy to his mother and went to the hospital to consult with the 
staff on duty about what precautionary measures to take. Of course there was 
no air-raid shelter. The question was whether our patients would be better 
protected outside in the open or in the halls. Both had advantages and 
disadvantages: The construction of the buildings, especially the corrugated iron 
roof, was light; the window panes had already been replaced by wooden 
shutters anyway, so staying indoors was not particularly dangerous on the one 
hand, but hardly protective on the other. In order to avoid unnecessary 
excitement among the patients, it was decided to simply leave them where 
they were each time an alarm sounded. At least we tried to explain the 
situation to them and to practise an "alarm drill" with those who were a little 
more understanding. Of course, there were no fire extinguishers in the hospital 
either; on the other hand, I ordered that kettles with water and sandbags 
should be kept ready at various places in the area. Darkening was relatively 
easy to achieve in the few places where lights had to be kept on at night. 
During the following night, the city was shaken by a much more massive and 
prolonged air raid, and for the next two weeks there was hardly a day when 
bombs did not fall at least once. 

The next day I discussed with my colleagues the organisation of the civil 
defence post we had to set up at our hospital. In addition, the stocks of food, 
fuel and medicines had to be checked and immediate orders had to be made to 
replenish them. We had no idea how long the emergency would last. Everyone 


knew how easily in such a situation Kashmir, with its only pass road and air 
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link, could be cut off from India and cut off from all supplies. 

On my Saturday afternoon off, I went into town and replenished my own 
supplies. Above all, however, I brought back two large rolls of solid brown 
adhesive tape. With these, I first stuck diagonal crosses on the window panes 
in my flat and then instructed my neighbour to do the same. 

The next morning, during my Sunday duty, together with an orderly, I set 
about taping the windows in the hospital's service rooms as well. At times we 
had to pause with this work because renewed bombardments caused the 
windows to shake so much that it was hardly possible to apply the adhesive 
Strips. 

As was the case with the simultaneous attacks on other cities in western India, 
the bombs were probably actually aimed at the airfield. The airfield is located 
in Srinagar about 11 km southwest of the city on a slightly elevated plateau. 
The planes approached the airfield from the Pakistani border, about 60 km to 
the west, at high altitude and thus advanced almost inaudibly to the upper end 
of the wide valley. There they made a sharp turn, reducing their altitude at the 
same time, and then dropped their destructive load on the return flight. This 
made it relatively easy for them to evade pursuit and counterattack, but the 
accuracy of their aim was minimal. Only rarely did a bomb actually hit the 
airfield, and even then usually without causing much damage. Some of the 
remaining projectiles fell in densely populated city quarters, where they caused 
a few casualties and property damage, sometimes also in small villages, next 
to the country road or simply in the open field. Soon the anti-aircraft guns 
were attuned to this route of attack, and eventually their sharp choppy bark 
was joined by the whistling drone of low-flying Indian fighter planes. 
Fortunately, most of our hospital inmates were so wrapped up in their own 
psychotic world that they didn't pay much attention to what was happening, or 
at most made bizarre remarks about it. 

But even among the population outside the hospital, there was actually very 
little excitement or fear after the initial surprise shock, certainly nothing that 
deserved the name of panic. Life simply went on and people went about their 


business as usual. This was probably partly due to the fact that people soon 
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realised how ineffective the bombings were. After all, rumours circulated that 
other dangers were in the offing, especially in the form of infiltration by 
Pakistani agents or even parachutists. Even this, however, did not seem to 
bother the Kashmiris much. 

Since the partition of India and Pakistan in 1947, the Kashmir Valley had been 
awarded to India, and was still considered to some extent - at least for the 
purposes of Pakistani propaganda - a "disputed territory". There was no doubt 
that most Kashmiri Muslims felt more connected to their fellow Muslims in 
Pakistan than to India. However, they were quite comfortable with all the 
special political and economic favours and special arrangements that the 
central government of India gave to this problem child. Occasionally, they liked 
to play the "enfant terrible" a little, so as not to forfeit these advantages by 
being too docilely "integrated" or "brought into line". In any case, for the vast 
majority of the population, the possible outcome of this war was nothing to 
worry about: heads or tails - you would win in both cases! I formulated my 
own assumptions about this dual loyalty at the time as follows: If, on one of 
those cold December nights, a Kashmiri - a Muslim, of course! - were to throw 
his "kangri" at a Pakistani bomber on one of those cold December nights, it 
would be hard to guess whether his intention was to chase the intruder away 
or, on the contrary, to send the pilot something to warm his hands. 

Well, without having caused much damage in Kashmir, this strange war ended, 
as abruptly as it had begun, exactly two weeks later, again on Friday evening, 
shortly after Pakistani forces had surrendered in the east. 

Thus we were now faced with a situation in our psychiatric department which 
undoubtedly deserved the name of a "natural research experiment". Works on 
the frequency of psychiatric illnesses and on the behaviour of the mentally 
disturbed and mentally ill during a war, as they had been written in Europe 
especially during the Second World War, usually had the disadvantage that 
they tried to see through overly complicated circumstances. In those days, the 
areas in question were not only confronted with "stress" in the form of enemy 
air raids, but also with many other factors that could affect the mental and 


spiritual balance of the civilian population: Recruitment of those fit for the 
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armed forces; changed roles at work and in the family for those left behind in 
civilian life; evacuation or need to take in refugees; failure of essential public 
services such as electricity, water supply, transport; strict rationing of food; 
uncertainty about the outcome of the war; political terror; finally, occupation 
by foreign armies, and all this probably with a lack of continuity of personnel, 
overwork, limited function of psychiatric and general medical services for the 
civilian population. 

Our little fortnight war, on the other hand, had only brought a certain danger 
to life, limb and property, while all the other factors just listed did not come to 
bear in the short time. Moreover, in this critical situation - apart from the fact 
that we had to man a civil defence post, which was never used - life in our 
hospital continued as usual. So it was an ideal situation to compare the before- 
during-after of this war period in terms of the quantity and diagnostic 
distribution of newly registered cases, as well as the frequency with which our 
old patients repeated their usual visits. Our registers and journals were in any 
case set up in such a way that it was possible to check at any time how often 
and on which date each patient had come for a consultation. So it was easy to 
compile all the interesting data for the two weeks before, the two weeks during 
and the two weeks after the war period. In addition, as soon as it became clear 
that peace or at least a ceasefire had returned, I designed a_ short 
questionnaire which I hoped would help me to record our patients’ reactions to 
the extraordinary stress of the bombings. Taking into account the mental level 
of our clients and their relatives, these questions were very simple: 

1. did you feel worse - the same as before - or better during the war period 
just past? 

2. if you had particular worries during this time, what was it that worried you 
most? 

3. if you occasionally became anxious or agitated, what did you do to calm 
yourself down? 

4. was your non-appearance (or your less frequent appearance) with us during 
this time a consequence of the war events or were there other reasons for it? 


This resulted in a long, detailed paper (ref. 6) with many statistical tables and 
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graphical representations. However, its very detail was the reason why it could 
not find publication in the Journal of the Indian Psychiatric Society. However, a 
copy of it rests in the archives of the "Medical Corps" of the Indian Armed 
Forces. 

The details of our observations would hardly be of interest in this 
context. It may suffice to briefly summarise the main findings: 
During the two weeks of the war, the frequency of patients, compared to the 
periods of equal length immediately before and after, showed a considerable 
decrease in newly registered cases and a moderate decrease in visits of old 
patients. Only in very few of the new cases did the events of the war seem to 
have played a triggering or at least pathoplastic role, i.e. shaping the 
symptoms. Above all, during the period in question, as well as in the two 
following weeks, no_ patients came forward with anxiety, hysterical 
manifestations or other similar disorders that could have been interpreted as a 
direct reaction to the critical situation. This corresponds in large measure to 
what previous authors, especially in Europe, had also reported about their 
observations in times of war. 
What particularly surprised us was the fact that one third of the new cases 
registered during the war period were children, whose percentage was 
otherwise only around 15%. What was striking was that they were all brought 
because of long-standing or even congenital disorders, such as bed-wetting, 
feeble-mindedness, mental symptoms after brain infection. "Why now of all 
times?" one wondered. By carefully inquiring with the parents, we were then 
able to corroborate a hypothesis that we had arrived at on the basis of our own 
reflections: In a crisis in which their own lives were threatened, the parents 
asked themselves more urgently than usual what would become of the 
disabled child once they themselves were no longer around. In addition, the 
general emergency also seemed to bring people closer together, so that 
neighbours or even strangers talked even more than usual about the illness 
and other difficulties in the family, and thus had the opportunity to hear that 
help for the most diverse problems could be found in our hospital. This 


tendency towards an extraordinary frequency of consultations for children 
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continued, by the way, in the two weeks following the war. 

Our expectation that only very urgent and fresh cases would be brought in for 
treatment at a critical time was not fulfilled with regard to adults either. The 
distribution of new patients according to disease duration did not differ 
significantly in the three observation phases. 

As was to be expected, of the patients already registered earlier, those who 
had to travel the longest distances to the hospital were the ones who stayed 
away during the two weeks of the war. 

For most diagnostic categories, the number of "old" patients still coming for 
consultation despite everything was about 50 %. However, with admirable 
fidelity and consistency, more than 75% of the registered epileptics came for 
their usual check-up. 

The fact, also observed elsewhere, that fewer patients present themselves to 
psychiatric services during a time of war does not, of course, necessarily mean 
that no new disorders take their start in such times, nor that no existing ones 
experience an aggravation. There may be many reasons, both material and 
emotional, that prevent patients or their families from seeking appropriate 
help. Our observations also suggest the possibility that, under the pressure of 
the threatening circumstances, an anxiety that had previously been openly 
present was transformed into psychosomatic symptoms for the first time or 
again, aS was already the case before the treatment, i.e. it was "converted". It 
was then seen and treated not by the psychiatrist but by the general 
practitioner The advantage of such somatisation was probably that in an 
atmosphere of general anxious tension one had little prospect of finding 
support and comfort in one's own anxiety, while on the other hand one could 
count on receiving due sympathy and perhaps also medicinal help for a 
physical disorder. This confirmed to me what I had long suspected, namely that 
the somatisation of conflicts, i.e. the acting out of emotional problems in the 
form of physical disorders, can have the function of a protection against 
"psychological contagion", especially in close-knit family groups where all 
feelings are empathically shared and spread rapidly. 


In the case of certain patients who had felt relatively well during the war 
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period, a relapse only occurred when they were able to relax again at the end 
of it, a phenomenon that is already sufficiently well known, especially in the 
case of certain types of headache, which only ever appear after a traumatising 
situation has subsided. 

The short questionnaire was answered by just over 50% of the elderly patients 
who came to see us in the two weeks after the war. Only about a third of them 
had noticed a worsening of their condition during the critical phase. About half 
said that they had felt more or less the same as before, the rest even reported 
an improvement. Aggravations were reported mainly by the women and 
children among the patients. One had to wonder whether these figures really 
gave a true picture of how people actually felt, or whether certain factors had 
influenced the reliability of the responses. We found, for example, that the 
reports of a turn for the worse among children mostly came not from the 
children themselves, but from their mothers. These had probably projected 
their own fears onto their charges and possibly infected them with them. 
Moreover, the preponderance of women in this category corresponded to a 
"cultural stereotype" according to which women are allowed to complain and 
act as "the weaker sex", while men are expected to demonstrate courage and 
resilience even in difficult situations. 

For those who reported an improvement, it was probably during that time that 
the treatment already initiated had taken effect. However, there were isolated 
patients, especially adolescents, who enjoyed the adventurous situation and let 
it stimulate them to greater well-being. 

With regard to the diagnostic distribution, it should be noted that - as we were 
also able to establish among the hospitalised patients - the psychotics were 
least influenced by the external situation. The epileptics, on the other hand, 
often quite correctly distinguished in their answers between the frequency of 
seizures as one criterion of their well-being and, on the other hand, an anxiety 
attributed to the circumstances. In neurotics, on the other hand (especially 
anxiety, hysterical and depressive neuroses), situational anxiety was simply 
added to the basic symptoms, so that the highest percentage of 


"exacerbations" was counted among them. 
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Now, as we tried to find out through our second question, what triggered the 
most anxiety and worry in each case? About a quarter of the patients could not 
give any specific information about this. For another quarter, it was the acts of 
war themselves that had caused them fear and tension. For almost a quarter - 
almost exclusively women and children - the main concern was about family 
members. There was a relatively "mature" variant, where people were 
concerned about those entrusted to their care, while those who were immature 
either in age or development were more concerned about the loss of provider 
figures on whom they were still dependent. 

A human concern in the broader sense, which extended beyond one's own 
family to the fate of those involved in the war in general or at least of one of 
the parties involved, was found almost only among educated youth. In part, 
the "double loyalty" already mentioned and the conflicts it could get one into 
played a role. Economic problems, restlessness and anger as a result of 
restriction of freedom of movement and concern about health were only 
mentioned as particular difficulties by individual patients. 

Among the methods used to find reassurance and relaxation, the seeking of 
security, either by adopting a certain protective posture and staying in a safe 
corner, or then in the vicinity of relatives and friends, should be mentioned 
above all. The latter variant again occurred almost exclusively among women 
and children. Relatively often, it was also reported that taking the medication 
prescribed or supplied by us, or occasionally simply thinking of the helpful 
doctor, had brought relief, this especially among neurotics. 

Contrary to what one might expect from the strictly regulated prayer rules of 
the Muslims, only two patients reported that prayer and trust in God had been 
an important help to them. On the other hand, there were individual patients 
who simply managed to mobilise reserves of resilience within themselves 
under the pressure of hardship, as was probably also the case in the general 
populationThe fourth question was of course answered mainly by those 
patients who had stayed away during the two weeks of war, but also partly by 
those who had only reduced their consultation frequency. Of the former, more 


than 50%, and of the latter only about 25%, blamed their non-attendance on 
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the war as such. The distance between home and the clinic obviously played a 
decisive role. Some patients did not come to the hospital because they could 
replenish their medicine supplies locally; others found no willing companions in 
the family. Again, it was mainly the women who had no inhibitions about 
admitting their own fear as a reason for not visiting the polyclinic. 

The one practical conclusion we could draw from this study was to emphasise 
even more strongly our demand for decentralisation of psychiatric services, 
either through mobile teams or periodically visited bases at district hospitals 
and health centres. In this mountain valley, this was already an urgent 
necessity in normal times, in order to save patients a long bus journey or even 
tedious marches on foot, and thus to achieve better early diagnosis and at the 
same time more effective follow-up treatment. Our study now showed that it 
would be extremely important, especially at a critical time such as the one we 
had just gone through, to have psychiatric help available as close as possible 
to the population. However, this was a proposal that the competent authorities 
simply did not listen to. At the time of the first writing of this chapter, 13 years 
later, it had not yet been realised. 

Something that was within our own power and competence, on the other hand, 
was to reward our epileptics for the loyalty they had shown us even during the 
two weeks of war. We set up a special "epilepsy clinic" for them: On a certain 
day of the week, they could come without much formality to report on their 
condition and receive the appropriately dosed medication directly from the 
doctor's hand. In time, there were usually about 400 patients on our list, so 
that every Wednesday 150 - 200 of them came for the bi-weekly check-up. At 
that time, there was no neurological department at the "Medical College". So 
this special service at the "Mental Hospital", carried out with very simple 
means and low costs, but with great human commitment of those involved, 


proved to be very beneficial. 


Psychotherapy for the illiterate? 


One might have wondered whether, with all the tasks and worries, I still had 
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time to deal with the patients psychotherapeutically or at least to explore what 
the main problems might be in this atmosphere, so different from modern 
Europe, that had led to a "nervous breakdown" in one or the other. A second 
question would be whether it was at all possible to awaken interest and 
understanding for psychological connections in these so little educated and 
often very ignorant and undifferentiated people and to count on the willpower 
that is indispensable for active cooperation in a therapy. 

Already in my earlier years in India and then also in Kashmir, it was always one 
of my main concerns not to simply repair the complaints and deviations 
presented by our patients as "mental malfunctions" with medicines, but to 
investigate the deeper reasons for the failure of the mental balance and to try 
to promote understanding for this in the patients themselves and thus to show 
a viable way out. This was not easy, however, because so many of the 
preconditions that are taken for granted in the West were missing. 

Western psychotherapy methods generally presuppose that the patients to be 
treated are educated to some extent and can at least think, and "think" not 
only about external circumstances, but also looking inwards and reflecting on 
themselves. It is also assumed that such psychotherapy candidates are 
interested in furthering their self-knowledge and finding explanations in their 
past for the way they experience the present. Furthermore, it is usually taken 
for granted that psychotherapy is a lengthy process that needs to be 
stimulated and guided by a knowledgeable expert, the therapist, either in a 
very close two-person relationship or within a group of fellow patients who 
share a similar willingness. 

Even as psychotherapy became popular in the West and attempts were made 
to expand its areas of application, it was found that its underlying theories, as 
well as its actual practices, were not equally suited for use at any level of social 
emancipation. There are disadvantaged classes in every population who are 
excluded from such treatments, not only for economic reasons, but because 
the therapies in question are beyond their understanding and can hardly meet 
the needs and aspirations they themselves feel. 


If this is already the case in highly developed Western countries, what might it 
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be like in the "Third World", in countries where formal education, even if only 
at the level of learning to read and write, is only just becoming somewhat 
accessible to the broad masses? Are there forms of psychotherapy, apart from 
the practices of indigenous healing artists, which are applicable and effective at 
this stage of development? 

It had long become clear to me in the course of my work in India that in order 
to answer such questions in a differentiated manner, it would be advantageous 
to divide the population into three strata: First, a stratum which can still be 
called "traditional" in the strictest sense, and in which traditional values, 
customs and traditions still have their validity undisturbed. At the other end of 
the scale, one finds certain groups and individuals who can already be 
considered "emancipated" or "modern" and who hardly adhere to the 
conventional any more. Between these two extremes, however, lies the part of 
the population that I would like to call the "transitional sector". There, one has 
to deal with the ever further advancing marginal zone of development, so to 
speak: Individual emergence from the protection of traditional groups and 
institutions is still in its infancy; one finds a blending of old and new values and 
behaviours, and often even actual confusion. 

Based on my experience, I can say that in the most advanced sector - in India, 
for example, among the upper and middle classes of the big cities and in 
Kashmir among the students of higher educational institutions and adult 
academics - psychotherapy can often follow more or less Western models. 
However, certain changes need to be introduced, especially in view of the 
relative lack of general education and therefore of knowledge about psychology 
and psychotherapy, as well as in view of the stubborn persistence of certain 
infantile tendencies. The latter is partly due to the fact that at least pre-school 
education, even among young people later turning to a modern lifestyle, is still 
largely in the hands of traditionally minded mothers. Supportive and educative 
elements and generally a rather authoritarian behaviour of the therapist are 
therefore often indicated, far beyond what would be considered beneficial for 
similar patients in the West. 


In the stratum of the population which can still be called "traditional" in the 
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strictest sense, one may expect that folk theories and beliefs concerning the 
origin and nature of mental illnesses on the one hand, the usual 
symptomatology of mental and mood disorders on the other, and finally also 
the indigenous healing methods are still harmoniously coordinated. Any 
intervention of a therapist with western views and methods would 
automatically break this unity and thus destroy the traditional character of 
such a population group. This would then shift the situation to the level where 
values, views and expectations are mixed. This transitional sector is now the 
milieu in which I tried to work out suitable therapeutic methods. 

One of the most crucial developments that people have to go through in this 
transitional phase is based on the need to mature into individual responsibility 
and reflective self-awareness, whereas until now one was sheltered in the 
protection of collective security and one's own consciousness only had to 
illuminate a very narrowly limited "here and now". 

Nowadays, this transformation often does not come about as the result of a 
natural readiness to mature, but is forced upon a person prematurely by the 
pressure of general social upheaval and can then endanger the mental 
equilibrium in various ways. A suitable form of psychotherapy could therefore 
not only provide important services to the individual thus threatened, but could 
also be understood in a more general sense as "development aid". 
Unfortunately, however, there are many material, psychological, social and 
ideological obstacles to such efforts. Thus, in my field of work in Kashmir, I had 
to lower my demands and expectations to a very modest level. I will try to 
describe how and to what extent it was possible, even if not to practise "great 
psychotherapy" in the western sense, to express a psychotherapeutic spirit in 
my psychiatric work and to stimulate and promote such a spirit in my students 
and colleagues.As already mentioned, my psychiatric work in Kashmir was 
limited during the first year to the newly built psychiatric department at the 
general hospital of the "Medical College" in Srinagar. There, at least initially, 
most of the cases were referred to us from the other departments of the 
hospital and the various polyclinics. Soon these patients learnt that these new 


"doctors for the mind" not only dealt with the insane, but could also offer 
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effective help for complaints such as headaches, palpitations, dizziness, vague 
pains of all kinds, i.e. precisely for all those disorders of well-being which other 
doctors usually try to dismiss with an irritated or bored "There's nothing wrong 
with you!" and which they are then unable to cure despite their expensive 
prescriptions. 

The skilful use of psychotropic drugs - which were also available to general 
practitioners but were often used by them in very unreasonable and ineffective 
ways - quickly built up a reputation for our department. However, it was 
noticed that we had something to give beyond that, namely the already 
mentioned "hamdardi", i.e. an attitude of human concern and attention, an 
openness for the patient's problems, which these people had not found 
anywhere before. At the same time, however, only a few of the patients were 
willing to engage in long-term psychotherapy. About 20-30% of the newly 
registered cases did not come back after a first consultation. This disappointed 
us greatly at first, until we then realised that even these patients sometimes 
became the source of referrals for new "clients". This could certainly be taken 
as a Sign that they had got something valuable even from the one contact with 
us. So, instead of merely regretting and lamenting the lack of sophisticated 
understanding and individual awareness of our illiterate patients, we tried to 
understand with what expectations and beliefs they approached a healer 
according to their own tradition, and to learn how perhaps we, as modern 
psychiatrists, could also meet their needs by incorporating some of the time- 
honoured elements into our own therapeutic work. 

One of the important features of the traditional Kashmiri "Pir" and "Fagir" 
healing methods [Bibliography 8] is that the contact between the healer and 
the person seeking healing is usually one-time or lasts only a short time. In 
addition, the patient expects that the healer has magical or divine powers, 
which he will use for the patient's benefit, provided that he is approached in 
the right way and that he knows how to gain his favour. The sick person 
usually remains a passive recipient or even a suffering victim of the various 
procedures applied to him. Enquiries and instructions on the part of the healing 


artist are often not addressed to the patient himself, but to the "spirit" by 
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which the latter is supposed to be possessed. More than the sick person 
himself, the relatives have to make an effort to procure certain remedies, 
perhaps also to perform certain ceremonies and sacrifices at holy places of 
pilgrimage or to make atonement in the form of gifts or meals for the benefit 
of poor sick people. So perhaps something that even in ancient times 
corresponded to our modern ideas of "family therapy"! Either the healing artist 
can bring about an immediate miracle cure or at least an amazing 
improvement right during the first consultation due to his extraordinary 
powers; otherwise he is simply dismissed as ineffective and one continues his 
journey hopefully to the next celebrity. 

The Western-oriented therapist who strives to treat patients from a traditional 
milieu - if he does not want to lose the majority of his patients and thus also 
his reputation - should therefore also try to book an immediate success in 
some way right at the first encounter with the patient or his relatives. The aim 
is to bring about a sensational cure or at least to initiate a relationship of trust 
that can serve as the basis for a longer-lasting therapeutic relationship. 

If one wanted to classify my psychotherapeutic efforts for these illiterate or at 
least poorly educated patients in any western classification, one would most 
likely have to speak of insight-providing talk therapy. However, "insight" 
usually has to be conveyed to these people on at least three levels: First of all, 
the patient must understand that he is "ill" and not possessed by spirits, 
bewitched or affected by the "evil eye" of a neighbour. Secondly, he must 
realise that this illness, even if he feels its effects in the form of physical 
complaints, is a psychological one. Thirdly, an attempt can then be made to 
investigate the inner and outer life circumstances which have been involved in 
the development of his suffering. 

If the aim is to achieve at least a certain degree of insight in the first meeting 
with the patient and to awaken hope in him, it is advisable to proceed as 
follows: 

First of all, the therapist must be able to correctly assess the patient's 
readiness to change into a self-aware individual. Has the patient, either in his 


environment or within himself, encountered obstacles in the course of a 
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process of emancipation for which he has the basic prerequisites and the 
necessary maturity? Or has he, under the pressure of unfortunate 
circumstances, been forced to give up prematurely, as an immature person, his 
previous traditional security? It is hardly possible to judge this correctly 
immediately in all cases. Often the developmental possibilities of a patient can 
only be recognised and realistically assessed on the basis of an in-depth 
interview or even a longer-lasting therapeutic relationship. Even a short initial 
discussion, however, can often provide at least some valuable clues. 

Even the way in which the patient approaches the psychiatrist can be very 
revealing. A sick person who is dragged here by relatives, neighbours or even 
the police as a passive or violently reluctant victim is rarely a hopeful 
candidate for a psychotherapeutic attempt. Even then, however, it may be 
worthwhile to relate to the patient himself. Relatives and neighbours are 
usually only too willing to provide the necessary information, since they 
assume that the patient is "not in his right mind" and therefore unable to give 
an account of himself. They therefore often react with surprise, even 
resentment, when we try to make the patient himself the centre of our 
attention and concern. The patient, however, often gratefully acknowledges our 
personal efforts on his behalf or occasionally even demands, sometimes quite 
impetuously, that he be paid attention to. If he can feel that he is being 
accorded the dignity of a subject by us, instead of being regarded as a passive 
object or even an unwelcome obstacle, as he has experienced on the part of 
his relatives and neighbours, this already brings a ray of hope. He realises that 
here he will have an opportunity to be heard and understood for his real 
difficulties. 

Among illiterates, someone is usually declared "crazy" only when he has 
proved himself useless or even harmful in public. Silent suffering, such as at 
the onset of depression or in the early stages of schizophrenia, but also in 
neurotic conflicts, is unlikely to attract attention and sympathy from those 
around. It seems, therefore, that mental and emotionally ill people, if they 
want to be heard and reach out for help, often have no choice but to become 


so loud and disruptive or even violent that they have to be taken care of. If, for 
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our part, we can then recognise the actual suffering under this superficial layer 
of noisy restlessness or obstinate resistance, this alone often brings about a 
significant calming of the patient's behaviour. He will now be able to admit that 
he is somehow "ill", even if for the time being he still protests against being 
called "crazy". 

Even when dealing with children or adolescents in the West as a psychiatrist, 
the suggestion that one would like to have a few more words in private with 
the young patient can often yield important clues as to whether there is hope 
for a direct therapeutic relationship with the person concerned. If both parts, 
parent and child, immediately agree, then one has the best chances. But 
perhaps the child shows itself eager to do so, while the parents hesitate to 
leave him alone with the doctor, or perhaps listen at the door and look through 
the keyhole while the psychiatrist tries to have a private conversation with the 
young patient. It can be concluded from this that even if the child or 
adolescent strives for independence himself - or herself - he or she will have to 
overcome considerable obstacles on the way. It will probably cost him or her 
an extraordinary amount of determination and perseverance to really free 
himself or herself from the all too tight family ties. If, finally, parents and child 
insist on staying together during the whole consultation, or if the child clings 
anxiously to the accompanying persons, if the latter are only half-hearted in 
their attempts to encourage the child, or if they even triumphantly enjoy the 
demonstration of their indispensability for the child, then the prospects for 
psychotherapeutic work with the young patient himself are naturally very poor. 
Whereas in the West the various situations just mentioned can only be 
considered with children or still very immature adolescents, here, in the 
developing country, they can be observed and used for one's prognosis even 
when the patient is already an adult. 

The ideas and beliefs that the patients and their relatives have about the 
causes and the triggering factors of the mental disorder can give us further 
clues about the degree of emancipation ability. Beliefs in possession, in magical 
powers, in the "evil eye" fit much better with the methods of indigenous 


healers than with what we have to offer. We have observed that patients with 


113 


gross hysterical reactions and states of possession, although quite common in 
this population, rarely came to us for treatment at first. For them, the 
traditional ceremonies for exorcising spirits were still much more meaningful 
and effective than our own methods, which were so much more sober. Only 
with time, when the news of our successful work had spread far and wide, did 
we also have to deal with such cases more frequently. 

A second step would now be to promote insight from the first to the second 
stage, i.e. to bring a patient who is ready to admit his illness also to the point 
where he can see its psychic origin. Since many of our non-psychotic patients, 
the most likely candidates for psychotherapy, came to us with physical 
complaints, it was particularly important to achieve this understanding right at 
the first encounter. 

Illiterate and poorly educated people cannot be expected to know about the 
structure and functions of their bodies as a matter of course. Pain, an 
unpleasant sensation or a disturbance in the function of certain parts of the 
body or organs often bring the body to consciousness for the first time as 
something that can cause discomfort and that calls for concern. This often 
causes consternation, which in turn sets off a whole vicious circle of agitated 
feelings and vegetative reactions. The lack of attention and help that the 
patient receives from doctors who are exclusively somatically oriented 
contributes to an increase in this process. The patient's trust not only in his 
own body, but also in those whose task it should be to provide him with 
effective help and repair the supposed physical damage, is thus undermined. 
Experiencing one's own physical suffering and disability, together with what 
one has already heard about other people's illnesses, and perhaps even death, 
may for the first time make a person aware of the whole fragility of human life 
and the constant threat to its existence through corruption and dissolution. The 
patient who feels his suffering in the physical realm, and for whom usually only 
the palpable is considered "real", naturally expects somatic treatment and will 
at first hesitate to accept our claim that he is suffering from a mental disorder. 
For him, this would be tantamount to "vehem", i.e. an imaginary illness, 


"getting upset over nothing", or even simulation. Above all, he wants to know 
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why these other doctors assured him that there was nothing wrong with him 
and yet prescribed expensive medicines; he insists that additional physical 
examinations, e.g. with the X-ray apparatus, in the laboratory or even by a 
test excision, should prove the physical reality of his suffering after all. 

It is therefore often one of our first tasks to carry out a kind of health 
education with the patient and to explain to him the structure and functions of 
his body, but above all to awaken his understanding for the close relationship 
between feelings and the vegetative nervous system. I usually do this in the 
form of a parable: 

I refer to the example of a horse and a two-wheeled cart common in Kashmir. 
Suppose, I say, that every time this vehicle begins to move, the cart sways, 
bumps, deviates from its path or even topples over. The first thing to do in this 
case would probably be a thorough examination of the horse: whether all its 
hooves are well shod, whether its bridle is properly fitted, whether the animal 
is well fed and generally in strong condition. Then one would also inspect the 
cart and make sure that every nail, every screw was in the right place, that the 
axle was well oiled and finally that the load was properly distributed and well 
fastened. But how if one should find that indeed all this is in order, but 
nevertheless the vehicle does not run smoothly? If it is not the patient himself 
who says this, I have to point out to him that it will probably be the driver who 
does not know when and how to use the whip, reins and brake. 

I now explain that every part of the body, every organ is controlled by two 
different nerves: one serves as a "whip", for propulsion, the other as a rein or 
brake, for inhibition. And who then is the driver? Well, obviously the spirit, but 
not only that part of the spirit of which we are conscious, but also the "hidden 
spirit", the "junk room", in which we stow away all that which at the moment 
does not seem to serve any useful purpose or could even be detrimental to the 
effectiveness of the spirit operating on the surface. If, however, there is a 
divisiveness in this spirit, too much opposition between the "hidden" and the 
"openly lying there" parts, a doubtful hesitation as to whether one would like 
to go forward in a certain situation or would rather stay back, then the whip 


and the brake in the nervous system receive contradictory orders, and the 
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functions of the body parts and organs get into confusion. The doctors who 
have been consulted so far, I add, have been right insofar as the carriage and 
the horse, for which they alone are responsible, are quite all right. Now, 
however, it is a question of using our special methods to examine how things 
are with the carter, the spirit, whether he perhaps no longer knows how to use 
the whip, reins and brake appropriately in relation to some situation in life. 

In the case of patients who suffer attacks of hysterical "Unconsciousness", I 
would point out that every good doctor, if he has to inflict pain or discomfort on 
the patient during an examination or an operation, first makes the patient 
insensitive or even "unconscious" by anaesthesia. Similarly, the human mind 
does this on its own: If the person concerned is confronted with a situation 
that he cannot bear as long as he is "in his senses", this spirit simply drops the 
curtain of unconsciousness. I then encourage the patient that perhaps, with my 
help and under the protection of my greater carrying capacity, he can dare to 
meet with awake senses what is all too frightening or disturbing for him alone. 

These or similar explanations, in simple everyday language and using images 
that are close to the daily experience of the person concerned, are usually 
quite convincing, at least for the moment. The patient thus reaches the second 
stage of insight, in that he now understands that he is mentally ill and that this 
is also a reality, and not necessarily a shameful one at that. 

The next step should now be to relate the physical symptoms or other 
symptoms of illness, which have already been understood as the result of an 
emotional conflict, to some particular problem which the patient may not have 
been aware of up to this moment, but which he may already have suspected, 
even if only vaguely and incoherently. In the case of an illiterate or poorly 
educated patient, however, it cannot be taken for granted as much as in the 
case of emancipated people that he himself is aware of such possibly suffering- 
producing situations. He usually lives in a much less reflective way; he dwells 
in an immediate "here and now" and has little understanding of the historical 
continuity and wholeness of his existence. Even more educated patients here 
rarely remember events of their childhood; indeed, not even their parents can 


report all that may have happened to one or another of their usually numerous 
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children in the first years of life. It is typical that in some Indian languages the 
same word is used for "yesterday", "tomorrow" and also "some time later", 
which can then just as well be "never". The only clear temporal distinction, 
then, is between a "today" or "now" experienced with certainty, which is clearly 
in focus, and everything else that remains clouded in a colourless haze of "not 
yet" or "no more". Spontaneous confession of already known conflicts and 
useful cooperation in uncovering forgotten events or unconscious complexes 
can therefore only be expected to a limited extent and with meagre results. 
The search for triggering factors or causative conflicts in mental disorders 
would thus be almost hopeless if another peculiarity of our uneducated 
patients did not come to our aid: 

If one compares these people with more mentally alert people, either in the 
West or in India itself, one is always struck by the widespread absence of 
individual differences in their life stories. Situations and experiences at each 
stage of life are so uniform, so closely conforming to common, stereotyped 
patterns, that it is relatively easy for the therapist to guess a patient's 
problems according to his age, sex and social position. This presupposes, of 
course, that he has detailed knowledge, not only of life in the country in 
question in general, but specifically in relation to the area in which he is 
working, and within it again according to the various religious and social 
groups. 

Since people at this level usually still spend their lives almost entirely within 
the circle of the clan family, and beyond that have few connections in the 
immediate neighbourhood and perhaps in a place of work, the main piece of 
information to be obtained is of course family history. By comparing the 
respective family composition with the knowledge of traditional family forms 
and at the same time keeping in mind the approximate time of onset of the 
symptoms of the disease, one can often arrive at a quite plausible guess 
concerning the situation that has become critical for the patient. It is not 
always advisable to immediately confront the patient with this hypothesis and 
thus perhaps provoke his resistance. However, the therapist's ability to 


immediately put his finger on the sore spot during a first consultation is 
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something that naturally enhances his prestige enormously and instils respect 
and trust in the patient. 

A few examples may illustrate how relatively easy such "guessing" is if one is 
sufficiently oriented about the social background. 

A 14- to 15-year-old girl, daughter of a "Gujar", i.e. a semi-nomadic shepherd, 
was brought to the hospital with paralysed legs. When all physical 
examinations of the nerves, muscles and joints showed no evidence of an 
organic cause, the patient was sent to us, assuming it was a hysterical inability 
to walk. I knew that the "Gujar" marry off their daughters very early. When I 
asked her about it, she told me that she was engaged to be married and that 
the wedding would take place soon. I also knew that among the Muslims, but 
especially among these shepherds, a girl does not always move in with her 
parents-in-law after marriage, but can sometimes stay in the parental home, 
where the young husband is then taken in as an additional member of the 
family. Casually, in relaxed conversation, I then asked, "If you get married 
now, will you stay in your own family or live with your husband's family?" She 
promptly replied, "How can I move in with the in-laws if my legs can't walk?" 
With that, of course, the situation was immediately clear to me. But for the 
time being this did not mean that the young patient was also ready to 
understand this obvious connection. For the time being, a reverse logic applied 
to her; her symptoms were supposed to communicate: "I can't go to the in- 
laws because I am paralysed" and not, as the matter presented itself to me: 
"Because I don't want to move in with the in-laws, my legs can't or mustn't 
go. 
One must not open up such connections to a patient too early and too 


brusquely. Otherwise it could easily look as if one is trying to expose a fraud 
and expose the person to shame and embarrassment. Similarly to what 
traditional healing artists do, one must try to build a bridge back to health, so 
to speak, for the patient through skilful manipulation, without hurting his self- 
respect and credibility for those around him. In this case, we discussed the 
situation with the parents and, pointing out the daughter's still great 


immaturity and lack of independence, we advised them to make it a condition 
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of marriage that the young husband would join their family. In passing, we also 
mentioned this suggestion to the girl. Above all, however, we satisfied the 
patient's expectation that something would have to happen to these paralysed 
legs by daily, not at all painful, massage with a mysterious electric device and 
gradual attempts to stand and walk, both of course accompanied by much 
suggestion. This was probably much more effective than any complicated 
interpretation according to psychoanalytical theories. 

Another young fiancée, a houseboat dweller, indulged in bouts of 
unconsciousness that occurred several times a day, but only ever between 
10.00 am and 4.00 pm. As this is the official working time in Kashmir, not only 
in government offices but also in private businesses, I immediately inquired 
whether anyone in the family went out to work during this time. When I was 
told, "Yes, the father", I tried to find out if anything was different or missing at 
home during his absence. The patient and her mother then reported that the 
people in the neighbouring houseboat were bitter about the engagement that 
had been made - through the mediation of the parents, of course - with a 
young man from a distant part of town. These neighbours had hoped that their 
own son would be considered as the groom. To vent their disappointment and 
anger, they took every opportunity to tease and torment the patient and her 
mother, but only when the father was away. 

In other cases, when one considers the number of children to whom a 
completely exhausted woman has already given life, one may immediately 
notice that there is a problem of "family planning". This is especially to be 
considered if the symptoms have set in at a time when, a few months after the 
last birth, a first menstruation indicates that one is again risking another 
conception. Sickness is then often the only way out in which a woman can 
protect herself from her husband's advances. Nowadays, of course, such cases 
are becoming rarer, since word of the various contraceptive methods has 
spread far and wide among the people, and religious prejudices no longer 
stand in the way of their use. This means that there are more direct ways of 
putting a stop to too much childbearing and that one no longer has to pay for 


the desired "family planning" with a psychosomatic or hysterical disorder. 
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Occasionally it is not so much the wife as the husband on whom the brunt of a 
rapidly growing family falls. Apart from the economic burden, he may 
unconsciously experience his children as annoying rivals who stand in the way 
of fulfilling his own still childishly immature needs or reactivate old sibling 
envy. 

The arrival of a new daughter-in-law in a previously harmonious family can 
bring difficulties for the mother-in-law or one of her daughters, perhaps also 
for an older daughter-in-law who is already established, but above all for the 
newcomer herself. In Punjab, I was told, before a new daughter-in-law moves 
in, a family asks itself, "Will we be able to digest her or will she eat us up?" 

A girl may face particular difficulties if, according to Islamic custom, she is 
married to a cousin in a close-knit clan family. She then has no opportunity to 
vent her feelings anywhere from time to time, since the parents' house and the 
family of the in-laws are identical and one therefore never meets anyone who 
would not also be involved in the situation. Similar problems can arise when 
marrying "crosswise", that is, when at the same time a daughter and a son of 
one family are married to a sibling of another family. 

One constellation that we often encountered with Muslim female patients 
is a close bond between mother and daughter. When the time comes when, 
according to ancient custom, the latter should be married off, usually very soon 
after menarche, functional disturbances announce themselves either in the 
mother or in the daughter, occasionally in both. These naturally have the 
function of indicating, but at the same time also of concealing, the conflict 
between the duty to bring the daughter to the husband and the desire to keep 
her at home as a female companion and helpmate. Above all, however, the 
necessity of separation is to be avoided. This happens especially often when 
the mother cannot expect a replacement for her daughter in the foreseeable 
future in the form of a daughter-in-law, either because she has no eager son, 
or because the prospective or actual wife of a son is too emancipated to submit 
to the regiment of an old-fashioned mother-in-law. 

There may be similar problems between a widow and her only son; one or the 


other must pay by illness for the unwillingness to break up the close 


120 


relationship and submit to the demands of life. 

The death or serious illness of a close relative, neighbour or friend often 
triggers an anxiety reaction. Although the patient himself and his relatives 
naturally remember the event as such, it would not occur to anyone to relate it 
to the patient's palpitations or bouts of unconsciousness. 

Then again, one finds a mother who fell into a persistent depression about two 
years ago. When the family history is taken, nothing extraordinary or 
suspicious is noticed at first. She has five healthy children, the youngest of 
whom is now seven years old. However, if you go back to the time two years 
ago when the complaints began, you may have an epiphany: Wasn't this last 
child perhaps sent to school at that time? you ask. Yes, of course this was the 
case - and the illiterate mother, who could not follow her children into this new 
world of learning that was closed to them, was left lonely and useless, no 
longer seeing any meaning in her life. 

On the other hand, the situation of a young person who is the first in his or her 
family to go to school or to be able to afford higher education - although this in 
itself may be a quite banal circumstance - is also something that often needs 
to be highlighted. On the one hand, this situation can lead to fear and a feeling 
of isolation and helplessness, but on the other hand it can also result in 
manifest pomposity and arrogance. 

In the examples given so far, only the recognition of the triggering situation 
required special understanding of the local conditions; the symptoms of the 
disease as such corresponded to generally known syndromes. However, there 
are also rare clinical pictures in which the symptoms are also so-called 
"culture-specific", i.e. they only occur in this form in this particular cultural 
milieu. At the beginning of my work in India, I had already come across a 
disorder of this kind, whose symptoms, however, also occur in other contexts, 
but then rather in children, in a town on the North Indian Plain, and now I 
found it again in Kashmir: occasionally, mostly by general practitioners or 
urologists, men were referred to us who suffered from "urinary dribbling", i.e. 
insufficient control over the bladder sphincters, for which no plausible cause 


could be found in the physical examination. At first, I was quite perplexed by 
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such cases until I noticed that they were always Muslims. I then asked my 
Indian co-workers whether there were any special commandments or "taboos" 
in Islam with regard to urination. They explained to me that it was a strict 
commandment for Muslims to clean themselves thoroughly before performing 
the five daily prayers and, above all, to make sure that no traces of urine 
remained on their bodies or clothes. 

I wondered whether this urine dribbling, which would undoubtedly prevent the 
person suffering from it from performing his prayer as prescribed, might 
perhaps serve to psychosomatically conceal a situation in which the person 
concerned had resistance to prayer for psychological reasons. When I 
investigated further in this direction, I regularly found that these patients had 
a deep resentment towards Allah because of some unfortunate event and could 
no longer trust his wise omnipotence. It was therefore impossible for them to 
sincerely utter the "Inshallah", i.e. "God's will be done!" with which every 
Muslim prayer begins. But since it would have been shameful or even 
threatening for them to remain constantly aware of this rebellion against the 
Almighty, the physical symptom came about as a kind of "substitute sacrifice", 
which then gave them a very effective excuse for staying away from prayer 
that was also acceptable to those around them. 

This resentment against Allah, by the way, is something that I found more 
often in a slightly different form and in a different context and that often 
contributed to the persistent persistence of a depression or an anxiety 
reaction. I repeatedly experienced that, for example, asking a bitter, resentful 
woman if she had ever forgiven Allah for letting her child die, suddenly set 
something in motion and thawed the frozen situation. Once praying becomes 
possible again by overcoming the defiance that no longer allowed one to utter 
the "Inshallah!" with all one's heart, one can not only reconnect with previously 
blocked forces from an eternal source, but also feel secure again as a member 
of a community that for the Muslims is so much determined and held together 
by its religious commandments. 

It should be emphasised that not only these last-mentioned situations, but also 


all the others that I have picked out pretty much at random from a whole 
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collection of problems, would not all also apply to Hindu families in this same 
environment, but also not necessarily to Muslims in other parts of India. When 
I arrived in Srinagar, having worked for years in Hindu-majority areas of India, 
I knew very well that I would not be able to easily apply the experience I had 
gained there in this new milieu. It took some time before I managed to re- 
orientate myself, not only by examining patients, but also by observing keenly 
as I wandered on foot through the narrow streets of the old town with my eyes 
and ears open, or eavesdropped on people talking in the bus and on the street. 
The task was to read out the possible complications of situations and 
relationships that are typical for this environment, in which Muslim customs 
predominate. In each case, therefore, one must keep a very clear eye on the 
culture-related peculiarity of the factors that can promote or hinder mental 
health, while on the other hand, as already mentioned, one can almost neglect 
the effect of purely individual variations in the individual. 

Whether one then wants to interpret in each case the critical circumstances 
that one finds out in this way, and which mostly relate to relationships and 
events within the family, according to Freudian method and terminology, is a 
matter of personal inclination. If one absolutely wants to, one can certainly 
trace oedipal entanglements, incestuous desires, feelings of guilt over 
forbidden libidinous strivings behind some of the disturbances that our patients 
present. It may be gratifying for the therapist to be able to label and interpret 
all this according to a well-known Western school of psychotherapy, just as it 
gives one a certain satisfaction to arrive at diagnoses in this foreign milieu that 
can be accommodated in the recognised international classification. However, it 
is then easy to overlook contexts that are perhaps much more important and 
typical for this cultural environment. Moreover, one risks embarrassing the 
patient or even scaring him off for good if one were to present his conflicts as 
the result of erotic desires or even incestuous tendencies. It makes more sense 
and is also more acceptable to him if one explains that his "immaturity" and his 
"need for security" are in contrast to the ability needed today to bear individual 
responsibility and to venture into an independent situation to some extent. 


Even then, one often finds that by the next consultation, all that had been so 
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carefully opened up to him, and which he seemed to have understood, has 
again been completely forgotten and repressed. 

Already during a ffirst consultation one should try - of course besides 
prescribing medication, which is absolutely expected as a mediator of the 
doctor's magical powers - to somehow offer constructive and supportive help 
for the problems one has recognised. Often this requirement has already been 
fulfilled in the steps already described, i.e. by providing the patient with clarity 
about the functions of his body, their connection with his feelings, as well as 
about the situations and experiences which are capable of bringing these 
feelings into turmoil. It is useful to express the explanations and advice in 
traditional terms, using examples and images from everyday life or drawing on 
parables from folk tales, myths and religion from the patient's own culture. On 
the other hand, especially with young people who already give priority to a 
modern education and way of life, explanations of a scientific character can 
also be valuable, especially if they emphasise confidence in the adaptability 
and resilience of the organism and, more generally, the creative possibilities of 
life. 

It may also be useful at this point to show a patient how to get rid of 
swallowed or stored-up anger by diverting it in a harmless way through some 
manual, housewifely or sporting activity. 

It may be worth adding that even prescribing medication can be shaped into a 
psychotherapeutic experience. I have often been embarrassed to find how little 
understanding and compassion doctors, especially the younger ones, have for 
the needs of illiterate patients. When you look at their prescriptions, you get 
the impression that all they care about is proving their perfect knowledge of 
the latest remedies. Whether the patient will be economically able to buy the 
drugs, whether he will understand when and how often to take them, and what 
their effects and side effects will be, hardly ever seems to concern them. Most 
of the patients, however, are not only "poor" in purely economic terms, but 
also "poor" in terms of their ability to understand anything, and in any case 
completely helpless and perplexed in the face of any written products. 


In my own work with patients and also in teaching young doctors and social 
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workers, I always emphasised that great care must be taken to ensure that the 
patient receives the amount of medicine to which he is entitled free of charge 
and knows what else he has to buy, how much it will cost him and when and 
how to take the medicine (Fig. 6). The use of simple pictorial signs to show the 
time and dosage for taking medicines in an understandable way has proved 
very useful to me. 

Most traditionally-minded patients also expect the doctor to give them 
instructions for the correct diet and are disappointed when we fail or refuse to 
address this question of "forbidden" and "recommended" foods, which is so 
important to them. 

It was largely our concern for all these seemingly mundane details that earned 
us the praise from our patients that they were treated with "hamdardi", that is, 
with compassion and sympathy. 

But if the inclusion of cultural factors and the ability to formulate explanations 
and interpretations in a language that the patient can understand is so 
important for psychotherapeutic work with poorly educated people, one 
wonders whether a therapist who does not belong to the socio-cultural milieu 
in which he or she works is really suitable for such work. There are authors 
who doubt this. However, based on my own long experience, I would like to 
claim that the foreign therapist, provided that he has a good knowledge of the 
culture in question and speaks at least one common language, even has 
certain advantages. 

An outsider is much more likely to see what might be pathogenic in living 
conditions that are generally regarded as "normal", but which are unfamiliar to 
him or her, than a colleague who belongs to the country, for whom they are 


just the usual, which he or she takes for granted without thinking about it. 


If he himself is free of cultural values and prejudices, he can reduce the 
patient's inhibitions and scruples when the latter has to admit to himself and to 
the therapist his own aspirations and ideas that are in conflict with his previous 


tradition. Especially when it comes to maintaining medical secrecy, however, a 


125 


stranger is often trusted more than a doctor who comes from the same region 
and who is therefore usually himself intensively involved in the social network. 

The presence and example of the foreign doctor as an "other", "different" - and 
indeed "different" and "different" in a positive, respected sense - may 
encourage the patient to identify with him or, in C.G. Jung's terminology, to 
discover in him his own shadow, which he can then integrate. Through his 
knowledge and respectful acceptance of the traditional culture, the foreign 
therapist can, on the one hand, provide much-needed support and security. On 
the other hand, as the one who "stands out" from the familiar milieu, he can 
represent and symbolise what the patient is not yet, but what he may yet 
become. This creates a creative tension in the therapeutic field. The two-faced 
figure of the therapist calls the patient to choose between the possibility of 
realising himself as a unique individual in his existence and, on the other hand, 
remaining unchanged embedded in traditional patterns of behaviour and 
collective certainties. 

Occasionally I even succeeded in shaping my special position into a technique 
with which this call could be brought home to the patient in a clear way and at 
the same time his ability to follow it could be tested: 

Since I am fluent only in Urdu, the language of the educated, but do not 
understand Kashmiri well, I often had to use an interpreter - either an 
assistant or the social worker - to engage in conversation with illiterate 
patients. When I had to draw a patient's attention to a possible conflict 
between an insistence on old traditions and a desire or need to prove oneself 
as an individual, I would ask the interpreter to present my question or 
comment to the patient in such a way that the patient would have the 
impression that the interpreter was sceptical or even critical and dismissive of 
my opinion. In the case of an overburdened mother, for example, who suffered 
a breakdown after the birth of her sixth child, the interpreter would ask as 
follows: "This foreign doctor there thinks that after you have already had so 
many children, perhaps you were not pleased when this last baby arrived 
now?" If the patient seeks her security in clinging to traditional views and 


customs, she will hear the incredulous or perhaps even ridiculing tone in the 
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interpreter's words, and then immediately protest: "But no! After all, every 
mother wants as many children as possible!" If, however, feelings and 
aspirations have already stirred within her which rebel against the lot of 
women as prescribed by her tradition, then the answer may be: "Yes, of 
course, the foreign doctor is right!" According to the respective answer, one 
can then either carefully "cover up" and continue with a purely supportive 
attitude or, in the second case, help the woman to see that her timid rebellion 
is justified, indeed, that nowadays she even has her important place in the 
official health and economic policy of the country. Finally, it may then be 
possible to win over the reluctant husband for a conversation as well and to 
recommend a suitable method of family planning to the couple. 

This technique can, of course, be applied with the necessary variations in 
various other situations as well. 

What I have tried to outline so far have been some methods for making a first 
and perhaps only consultation psychotherapeutically meaningful and effective. 
Some of the patients, as I said, do not come back. Those who are not satisfied 
with what we offer continue their round from doctor to quack, from quack to 
fagir and so on. Others, however, send us more patients as_ satisfied 
customers, letting us know that our approach has not been entirely 
unsuccessful. But what happens if what he learns in this first encounter "hits 
home" with the patient and he wants to maintain the treatment beyond this 
one consultation and is willing to get more than just a weekly ration of 
medicines from us? In this case, we are once again faced with many problems, 
of which I would like to briefly mention just a few. 

Foreign guests from Europe and America who occasionally visit us to learn 
about our work are often very impressed by the many difficulties and obstacles 
that one tends to forget or underestimate even when one has been working in 
a country like India for a long time. When such visitors discuss a case with us, 
they usually quite hopefully make a number of suggestions as to how the 
patient's situation could be changed, what goals should be set for him and 
what creative potentials should be realised. They then become almost 


speechless when we explain to them how little, if anything, of these 
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possibilities is open to a person who is willing to go the way to individual 
emancipation, but at the same time is still firmly inserted or even trapped in 
traditional structures. There are often only minimal degrees of freedom open to 
him, and not only in terms of choosing a marriage partner or seeking other 
personal relationships; also in terms of training, higher education and 
professional practice, above all, of course, in economic terms, he is constrained 
by a whole host of rigid constraints that can have an extremely paralysing 
effect. Especially for youths and young adults, the situation is often oppressive 
from all sides. A young person in the West may enjoy a period of economic 
freedom in which he is no longer dependent on his parents, but on the other 
hand does not yet have to provide for a family of his own and can already earn 
and save enough money to grant himself all his heart's desires, e.g. to travel 
around the world free of any obligation. The young Indian, and even more so 
the young Kashmiri, on the other hand, very often has to move directly from a 
situation of dependence to one in which others are in turn dependent on him 
and have the right to be provided for by him. If one only looks at family 
relations, it is hardly an exaggeration in certain cases to say that a boy 
immediately exchanges his mother's bed with the marriage bed, without any 
intermediate phase. Economically, as soon as he starts earning, he not only 
has to repay loans he has drawn for his education to government agencies or 
relatives; in addition to the very usual task of caring for his wife and children 
and ageing parents, he may have to support a widowed sister and orphaned 
nieces and nephews, or finance the schooling and education of younger 
brothers and his sisters' dowries. The modern slogans of social mobility and 
professional opportunities for all are often more of a utopia than a reality! 
Under such circumstances, therapy often has to aim at a resigned acceptance 
of the unchangeable circumstances and a philosophical transcending of the 
inevitable confining situations, instead of strengthening in the patient the 
courage to creatively dare the adventure of independence. 

This constriction of freedom, however, not only affects the external life 
situation, but often also the patient's ability to let his mind roam freely. 


Patients are usually accustomed from childhood to thinking in a stereotypically 
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learned way and only to a concrete "here and now". They therefore find it 
difficult, if not impossible, to bring about something like "free association". 
They expect the therapist to speak to them in turn, to give them instructions 
and tell them what to do. Being left to silence, if possible still lying on the 
couch, is a situation that is rarely meaningful and often even causes panic. 
Group methods, on the other hand, often fail because of the Eastern lack of 
time consciousness, which makes it almost impossible for a group of 
outpatients to meet regularly and on time. 

One may object that what I have reported sounds disappointingly simple, even 
ridiculously banal. This is undoubtedly true. The question is, however, whether 
in an autistic way one only wants to satisfy one's own need to be modern and 
oriented about the very latest sophisticated theories and techniques of the 
West, or whether in all humility, in the spirit of genuine human concern, one is 
prepared to meet one's fellow human being, and in particular the patient, in 
each case in that way which can be understandable and meaningful to him. 

If long-term psychotherapy in the western sense is rarely an option, it is 
nevertheless possible and desirable to adopt a psychotherapeutic attitude even 
among these poorly educated people who are only just liberating themselves 
from a constricting tradition. Efforts will be made to respect the dignity of the 
individual, to see the human being as a whole in his past, present and future 
and to try to make him aware of the hopeful and creative aspects even of fear 


and suffering. 


A chapter on 'sex 


Those who had hoped that the preceding chapter would bring sensational 
revelations about the sexual experiences and fantasies of the patients, as one 
might imagine according to Freudian theories, were certainly disappointed. It 
did talk about all kinds of situations that have something to do with sexual life: 
engagement, marriage, births and family planning. However, the emphasis was 
always on the social concomitants and consequences and not on the biological 


processes with their erotic colouring. In order to meet the demands of a 
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modern Western readership, something more should probably be offered in this 
respect. 

I had already noticed in the seventies during my holidays in Europe that 
nowadays a literary product or a film is only "attractive" if it has a good dose of 
sex mixed in. However, this fact was brought home to me even more 
impressively by the journalist I mentioned earlier who had spoken so 
drastically about my financial situation. When, purely by chance - not by 
sending me a copy! - I was horrified to find, among many _ other 
inconsistencies, the following sentence: "Most patients, however, are women 
who have either been raped by fathers or brothers or are on the verge of 
schizophrenia. 

First of all, the patients we admitted to our hospital - and these are of course 
meant - were not just "on the verge of schizophrenia", but right in the middle 
of it, otherwise they would hardly have come to us. Moreover, "most of the 
patients" in the hospital were not women; in fact, their share of the patient 
population was only about 25%! Thirdly, however, I must above all correct 
another quite monstrous assertion contained in this sentence. I already did this 
at the time in an indignant letter to the editors of the journal in question and 


take the liberty of quoting from it: "... As far as I remember, the reporter 
asked me at the time whether we would also get to see cases of sexual 
perversion or victims of sexual crimes. In response to such questions, I usually 
explain that it is still quite rare under the prevailing social order in Kashmir for 
a woman to be seduced outside her own home or even to tempt men in turn, 
simply because a woman's sphere of residence is almost entirely confined to 
her own family and young people are still very early, arranged by their parents, 
to a spouse. However, one sometimes suspects, which of course is only told to 
one in hints or at most as a distant past event, that small family dramas and 
intrigues occasionally take place within the traditional extended family. 
However, I have never had occasion to hear anything about "rape"." - Once 
again an example of how little certain media reports are to be trusted, and 
how much the truth can be twisted in an effort to provide titillating sensations! 


It is indeed the case that all kinds of things can happen within the intimate 
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sphere of a family, especially among Muslims. The living conditions and 
sleeping habits are particularly conducive to this. In most traditional houses in 
Kashmir, there are no beds and hardly any other furniture. At night, mattresses 
or reed mats are spread out on the floor of a common room. During the day, 
they are stored in a wall niche together with pillows and woollen and quilted 
blankets, so that the room can then be used for other purposes. In these 
places, which are often shared by a whole clan, it is not necessary for everyone 
to have their own permanent place. One hears especially from children that 
they lie down next to any adult or older child of their choice. Sometimes, 
however, it is still the case among the Muslims that men and women - the 
latter together with the small children - sleep in separate rooms. The spouse 
must then, in order to come together with his wife at night, sneak into the 
women's chamber and fulfil his desire as quietly as possible. The fact that 
"false unions" can occur in the process, either accidentally or intentionally, is 
hardly surprising. Besides, it is of course clear - although the adults never want 
to admit it! - that under such circumstances children do not need any special 
education. Very early on, they acquire the necessary knowledge by observing 
nocturnal processes and perhaps also conduct experiments among themselves. 
Apparently, the former British rulers of India were quite well aware that such 
possibilities were to be reckoned with. One may be surprised to find no threat 
of punishment for incest in the Indian Penal Code, which dates back to the 
time of the British. Some of the strongest swear words, which are used very 
frequently in India and can occasionally provoke the person being insulted to 
commit violent acts, do refer to incestuous relationships. But everything that 
takes place within a family, provided the partner is willing or at least compliant 
and silent, is not affected by the law. It was probably known all too well that 
such facts would never lead to a public prosecution or, if this should happen 
under special circumstances, no one would be prepared to testify. It would be 
more likely, as one still occasionally hears today, that a family head would take 
the law and the gun into his own hands and put an end to a relationship that 
could bring shame to the family. 


As mentioned earlier, our patients occasionally made confessions of sexual 
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advances to or by family members in the course of psychotherapy, but these 
were then usually a matter of the distant past. It could sometimes be assumed 
that incestuous events had played a role in hospitalised patients whose 
relatives were particularly reluctant to take them back into the family. 
However, it was only very rarely possible to find out more about this. In no 
case could one conclude, as the aforementioned reporter apparently tried to 
do, that such incidents had caused psychological disorders in their victims. On 
the contrary, it was much more plausible to assume that in an already existing 
mental confusion, the person concerned - mostly it was men - had exceeded 
the limits of what was generally usual and tacitly tolerated. 

In this context, it should be pointed out again that among the Muslims, marital 
unions between first cousins and bases are not only tolerated, but often even 
preferred. Among the Hindus, there are certain groups in the South where 
marriage between uncle and niece is common. Otherwise, however, they have 
very strict barriers against intermarriage, especially in the north. In most 
cases, it has to be proved that there have been no family ties between the 
families of two marriage candidates for up to seven generations. This means, 
of course, that the incest barrier is much stricter among Hindus. 

People will ask whether there have been any unpleasant sexual incidents within 
the hospital. I have already mentioned that despite the very inadequate 
barriers during the day, nothing ever happened between male and female 
patients, apart from occasional banter. On the other hand, it could be assumed 
- and occasionally there was evidence of this - that all kinds of things went on 
at night in the wards between patients of the same sex "under the covers" or 
"in the straw". There was only one scandal in the almost 10 years: a young 
female patient, who had been roaming the streets in an unmistakable manner 
before her admission, was lured out of the women's ward by two young staff 
members during night duty - perhaps even with the help of the warders or at 
least with their tacit permission? - lured them out of the women's room. The 
common pleasures then took place, very romantically, in the small shed that 
was intended for the slaughter of the sheep. One could not speak of a "rape", 


as the patient in question had allowed herself to be seduced all too willingly 
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into this nocturnal tryst. On this occasion, too, despite persistent insistence, I 
did not succeed in getting the employees involved to confess to the rather 
obvious facts. The higher authorities hardly took any notice of the matter, and 
I had trouble at least getting the two wrongdoers transferred to another 
hospital. 

In a much more general way, however, the question is justified whether there 
was any connection between sex life and mental illness in our patients. This is 
of course to be answered in the affirmative. Just think of the disastrous 
consequences that all too strict warnings and prohibitions against masturbation 
can have! This was hardly different in Europe at the beginning of this century. 
In India, even today, in circles little touched by Western influences, especially 
among Hindus, boys are taught that 80 drops of blood are needed to produce 
one drop of semen, or that one single self-induced ejaculation wastes all the 
strength generated by three days of food. I have seen young boys who, 
intimidated and frightened by such warnings, hardly allowed themselves to eat 
and had lost their strength. The bad consequences of such bad habits were a 
general loss of strength, but especially a decline in mental alertness and 
concentration. 

"Lack of concentration" is one of the most frequent problems that pupils and 
students present to psychiatrists or school psychologists, if there is one. In 
most cases, it is not only the "brain" (in Urdu, the same word is used for 
"brain" and "mind" or "intelligence") that no longer "keeps tight", but 
something else "leaks out" over which one does not have sufficient control. So 
it is what I call a "leakage syndrome", a general inability to hold one's own 
together and save it for the right occasion. 

The distress that young people get into in this situation can be quite 
embarrassing. Except in the emancipated circles of the big cities, there are 
hardly any recognised or at least tolerated opportunities for young people to 
get to know each other in an informal way and maybe even to "flirt" a little. In 
the past, this need was alleviated - or rather not allowed to arise in the first 
place - by marrying off young people at a very early age, when sexual needs 


were not yet pressing, so that the burgeoning sexual interest could find its 
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outlet in a legitimate partner right away. Moreover, at that time the sexes were 
quite strictly protected from touching or even seeing each other, especially at a 
young age, so that the temptation was only slight. 

In today's more open social order, however, previously strictly forbidden 
charms are openly thrust upon us, on the one hand, not only in the form of 
seductive clothing fashions, but also in cinema, television, advertising, 
illustrated magazines, while, on the other hand, there is a tendency to raise 
the age of marriage and thus to postpone considerably the legitimate fulfilment 
of the desires thus stimulated. Under such circumstances, it can be assumed 
that perverse habits will also be more prevalent than was previously the case. 
However, especially among the Muslims, a young man can get into conflicts not 
only because sexual abstinence is difficult for him, but paradoxically also 
because an opportunity for permitted sexual activity is opened up to him. Even 
today, marriage is usually arranged by the parents. In emancipated circles, 
where so-called "love marriages" are also already relatively common, it may be 
that the young marriage candidates are given the opportunity to approve or 
reject the parental choice based on personal inspection. They may also meet 
each other during the engagement period and thus gradually build up a certain 
mutual familiarity and perhaps even infatuation. In many cases, however, on 
the wedding night, two people who are still complete strangers to each other 
face each other alone for the first time. Among the Muslims in Kashmir, and 
probably elsewhere, there is also the custom that after the wedding the bride 
is only allowed to stay with the young husband for seven nights. During this 
time, the latter has to prove his manhood, which is controlled by the older 
women in the family. If there is any doubt about his suitability, divorce may be 
ordered immediately. 

In earlier times, when a boy who had just started to sprout a beard and was 
mostly still unprejudiced found himself in such a situation, natural instincts and 
the knowledge that they were now not only allowed to be discharged but even 
had to be activated in the interest of the family were probably enough to 
guarantee smooth functioning to some extent. Today's young people, however, 


are more complicated. During years of sexual deprivation, not only have all 
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kinds of imaginations formed, but also feelings of guilt about forbidden 
practices have accumulated. Moreover, especially among educated youth, there 
are downright sophisticated young people for whom a sexual relationship is no 
longer a purely libidinal, animalistic event, but something that should be built 
into a much broader human relationship. How then could one hope to pass this 
almost public exam with a completely unknown female being within a fixed 
period of time? 

Young marriage candidates of this kind, especially students, often came to us 
in great despair, sometimes even with suicide threats. The first thing I 
explained to them to calm them down and encourage them was that their fear 
of this threatening situation only meant to me that the person in question was 
no longer simply a libidinous, almost animalistic being, but a refined, thinking 
human being who was interested in a more differentiated love relationship. 
And for that he deserves all respect. I advised against the use of hormones 
and erotic stimulants. I also disagreed with the suggestion that it might help to 
try out one's own doubted potency by having intercourse with a prostitute, on 
the grounds that this would hardly help, but might rather harm. 

The fact that these young people can no longer simply enter into the situation 
of a wedding night with a stranger in an unbiased and purely libidinal way 
means that a wide variety of circumstances and aspects of the situation are 
probably decisive for their functioning. Above all, however, it means that in 
their case sexuality can no longer simply be harnessed on the orders of the 
parents, as it were, into the service of the family, but has become a means of 
expression and communication of a differentiated personality. So if such a boy 
could prove his potency in dealing with a prostitute, this would still say nothing 
at all about how he would then react in that other situation forced upon him by 
his parents. On the other hand, failure in such a "preliminary rehearsal" would 
only increase the already existing fears and doubts and thus increase the risk 
of "failing" the actual exam of the bridal night. There is hardly a generally valid 
recipe to help these young people through the critical situation. One must 
always try to start with each individual where he or she is most accessible and 


of course also take due account of the external circumstances. 
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If, for example, I found out during the exploration that the young man in 
question had the opportunity to see his bride even furtively, I always advised 
him to come to an agreement with her - provided that she was also somewhat 
educated and sophisticated: After the wedding night, while warding off all 
snooping on the part of the older women, they should simply categorically 
issue a joint "bulletin" according to which "everything was fine". Under the 
protection of this concession to the public, they should then take their time to 
gradually get closer to each other and find the right time for complete union 
themselves. Often this suggestion in itself had such a relieving effect that the 
young man could then approach his "test" with greater courage. 

In most cases, the partners concerned were also grateful for the opportunity to 
slowly find their way into this new phase of life and not to be immediately 
attacked by an almost unknown person. 

Many of the things that are still common today - in the last century it was 
hardly any different in Europe! - Many of the things that seem 
incomprehensible or even objectionable about the marriage customs that are 
still widely practised in India probably have their origins in a view that can 
already be found in the oldest scriptures and that has been passed down 
stubbornly ever since. Women are generally considered to be very seductive, 
lustful, desire-driven beings, always out to suck the last drop of strength out of 
men. Well, there may have been such sirens and there still are - or even more 
so today! - today. But what I observed among my patients was mostly just the 
opposite, namely women who had been immaturely and ignorantly married off 
at a very early age and who for the time being reacted with disgust to the 
experience of a wedding night. They then immediately felt the consequences of 
the marital union in the form of a chain of pregnancies, abortions, births and 
breastfeeding periods that hardly ever broke. Thus, they never got to feel 
anything happy at all in being with their husbands. If we drew the attention of 
such women, when they were finally brought to us depressed and exhausted, 
to the possibility of family planning, they immediately agreed that something 
should be done to put an end to the excessive childbearing. "But," they then 


added, "all that would be needed to do that would be to simply drop this filthy 
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thing!" Surely a clear sign that, at least in such cases, it is not insatiable 
female lust but male lust that brings the couple together! 

Occasionally it is even the case that neither spouse actually feels any desire 
and each only gives himself to the other out of a sense of duty. Both assume 
that the partner has his or her urgent needs which, if one were not at will, he 
or she might satisfy elsewhere. Since many Indian married couples are so little 
close to each other that they never talk to each other about their feelings, 
desires and _ reactions, such assumptions persist unquestioned and 
unquestioning, naturally causing annoying resentment on both sides. 

One suspects that this false view of the Indian man about the sexual 
insatiability of women is related to the fact that it is quite accepted that for the 
man, the mother actually remains the most important and closest woman to 
him throughout his life and that he usually only begins to appreciate his spouse 
and becomes somewhat more familiar with her when he himself can also see 
her in the role of a mother. 

In many other respects, too, the "Oedipus complex" so much quoted in the 
West has so far either been something that was not constellated in this way at 
all in India, or at least its successful overcoming was hardly striven for. 

If one has read the preceding pages carefully, one may reproach me for 
making contradictory assertions. How can it be, for example, one might ask, 
that on the one hand, with the sleeping arrangements described, children have 
so early an opportunity to observe the nocturnal goings-on of adults, and then, 
nevertheless, girls entering marriage at such a young age are described as 
"ignorant"? Well, as already mentioned, customs and habits, even family 
forms, can vary greatly in different social groups: first of all, according to 
region and religious affiliation, within these again in all kinds of subgroups, and 
within the latter again according to the degree of modernisation. As long as 
everything in a family remains within the same, traditional framework and a 
wise choice is made to ensure that the new members - i.e. spouses - also fit in 
smoothly, everything may go well. But when a new lifestyle takes hold and 
values become mixed or even confused, suddenly anything is possible. Younger 


people and men naturally follow the new trends more quickly than the older 
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generation and women. There are then people who skilfully understand how to 
grab the best of both worlds, the old and the new, and thus prosper, at least 
outwardly. Others, especially women, only feel the obligations of the old 
tradition, but no longer the security that used to be associated with it. The new 
order, on the other hand, often only brings them increased responsibility 
without allowing them to share in the associated freedoms. 

One might still ask what the situation is with the clinical pictures that indicate a 
rejection of the female role in young girls, i.e. above all "anorexia mentalis", 
pubertal anorexia. This disorder, which begins in girls shortly after the onset of 
puberty and consists of an absolute loss of appetite and refusal of food up to 
extreme emaciation and simultaneous cessation of menstruation, but with 
continued mental alertness, has hardly been observed in India so far. In more 
than 30 years of psychiatric work in India, I myself have seen only one case 
that really deserved this diagnosis. Nowadays, however, such phenomena are 
also beginning to manifest themselves in the emancipated circles of the big 
cities. According to a Western theory, it is a deep-seated aversion of the girl 
child to her female gender, a rebellion against having to grow into a female- 
rounded body and its reproductive functions. One might well assume then that 
given the often quite sad lot of women in India, such reactions would be 
appropriate right there. To explain why this is not the case, one must again 
point out that in the lower social strata, where women's prospects are 
particularly bleak, people simply accept life in a very unreflective way and 
hardly reflect on their own role in it and give an account of it. Moreover, 
compared to men, women had and still have less responsibility to bear and can 
always count on a somewhat protected position within the family. Above all, 
however, a woman's strength lies precisely in the fact that she can become a 
mother and is respected and revered as such. 

Perhaps it has to do with the fact that, at least in the somewhat traditional 
milieu, one actually rarely meets girls or women who openly declare that they 
would have preferred to be born male. On the other hand, young boys 
occasionally confess to you confidentially that they would prefer to be girls at 


heart, because less responsibility would then be expected of them and they 
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could stay protected in the background. 

Another question I am often asked by young people in the West: Whether I 
myself, aS a woman, have not encountered any particular difficulties in my 
work in India? Of course, this can be understood in at least two ways: First, it 
can mean whether I was able to move freely everywhere without risking being 
harassed or even assaulted by men. Secondly, the interest can be in the 
obstacles a woman may face in her professional advancement. 

As far as the first option is concerned, I have to say that Western tourists, with 
their often shameless dress and uninhibited behaviour, but also, of course, 
Western films, have indeed created an image of the foreign woman among 
many Indians that hardly deserves any more respect and restraint. There are 
Indians who think that not only is everything permissible for a "white" woman, 
but that she is even welcome. Experience has gradually taught me that when 
one is with Indian men, and even more so when one is left alone with a man 
due to certain circumstances, e.g. on a journey, it is best to establish a general 
human relationship as quickly as possible. The person concerned then feels 
addressed in his role as husband and father or at least as son or brother, and 
the foreign woman is also experienced as belonging to a family. Whereas in the 
West one would probably rather risk an intimate approach once one has 
entered into a conversation with a stranger, in India it is apparently the case 
that complete anonymity and a lack of relationships are the most likely to 
tempt one to commit a sexual assault - which is then, of course, completely 
one-sided. So there is something like an "incest barrier" that can be introduced 
in any situation by giving a companion of the opposite sex a family name 
corresponding to his or her age; this is the best way to maintain a certain 
dignity and distance. 

As far as professional status is concerned, I actually hardly ever had the 
impression that I was somehow disadvantaged as a woman. The difficulties I 
had and reported on in some cases were more about my position as a 
foreigner and not, at least not primarily, about my gender. 

Again, of course, very different standards are applied in this regard: In the 


highest strata, especially in the academic sphere, women sometimes even 
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have greater opportunities than in many Western countries. Just think of Prime 
Minister Indira Gandhi. 

Especially in the field of modern medicine, the female sex was actually 
indispensable from the beginning, since women, who used to live in "purdah", 
i.e. behind walls, curtains and veils, were not allowed to be seen and touched 
by male doctors. Even today, gynaecology and obstetrics are almost 
exclusively in the hands of women. However, women are also found in other 
branches of medicine up to the highest academic, clinical and administrative 
positions, and even to the top of research. On the other hand, women of the 
lowest strata also enjoy a certain "freedom", insofar as nothing prevents them 
from doing the same work as their husbands, e.g. in agriculture, as building 
tradesmen, in certain crafts and in the occupations of the lowest castes, who 
are responsible for cleaning streets and buildings, especially toilets. So it is in 
the middle social classes that women are probably still most confined. There is 
a particular lack of opportunities for girls who have only attended primary or 
secondary school to find a profession that is both accessible to them and 
respected. In Kashmir, however, many girls do not even make it that far, as 
they are either not allowed to go to school at all or only for a few years and 
then simply have to wait idly for marriage. Those who are lucky enough to be 
allowed to attend a higher school often insist on continuing their studies as 
long as possible, as they hope this will protect them from marrying too early. If 
this can no longer be avoided, at least their chances on the marriage market 
are improved by a good school education. However, if such students are not 
intelligent or hard-working enough to take advantage of this opportunity for 
education in a really worthwhile way, the only alternative that often remains to 
save themselves from marriage is to "flee into illness". 

The question I have often been asked by Indians, even in Kashmir, and usually 
in a tone of great curiosity and astonishment, after they have learned that I 
am not married and run my household alone, is: "How is it possible for a 
woman to get through life so alone?" This is not only to express doubt as to 
whether a woman in general - economically, professionally, socially - could 


prevail in the struggle for existence without a male protector, but above all to 
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point out the emotional difficulties of being alone. Fear of being alone, fear of 
the dark and fear of death are among the situations most frequently reported 
in which neurotics' originally free-floating fear fixes itself on something, albeit 
still quite undefined. Mostly, however, especially when the question is asked by 
men, one still senses quite blatantly the already mentioned view that every 
female being is so obsessed with sexual desires that one simply cannot 
imagine a way of life that does not take this need into account in any way. 
According to ancient Indian beliefs, many of which remain undisputed even 
today, a woman belongs under the care of a man throughout her life: first her 
father, then her husband, possibly a brother, and finally, in old age, her son. 
The fact that a woman has emancipated herself from all such dependency 


relationships probably usually suggests that there are some special forces at 


play. 


The victim 


I was often asked the question, "What were your most interesting cases?" I 
was always tempted to ask back, "Interesting in what way? Purely scientific or 
human?" If one does not see the sick person simply as a "case", i.e. only as 
the bearer of a psychological aberration or the victim of a metabolic 
breakdown, to whom one should attach a suitable diagnostic label and 
prescribe the corresponding medication, then actually every patient is 
interesting. Each one, however undifferentiated, perhaps even so silenced that 
he cannot tell anything about himself, is a unique human being. Not only his 
special genetic make-up and the way he was raised and educated as a child, 
but his whole environment, the time into which he was born, have made him 
the one who is now standing before us and asking for help. 

But there are always situations and destinies in this respect too, which are 
particularly impressive to one and which one remembers clearly for years. The 
following "rare case" of multiple "induced insanity" in a Kashmiri peasant family 
is of considerable scientific interest. I could have earned some attention with a 


concise and factual article, drawing on all the relevant literature on the subject. 
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However, I was not able to condense the gripping human events in this family 
and my rich knowledge of their immediate surroundings and their way of life, 
gained through my own observation, into such a dry and unapparent product 
as "scientificity" would have demanded. I prefer to report on it more in the 
form of a "story", based on the detailed notes I had compiled about it at the 
time. Some of it may seem a bit long winded. However, in this way I can 
illustrate with an impressive example how laborious it often is to obtain useful 


information from such patients. 


On a rainy evening in May 1975 I was called out of my flat to attend to an 
emergency at the hospital. A policeman was waiting outside the entrance gate 
and a mini-bus was parked at the top of the street. The night guards told me in 
a tone of unusual, excited importance that four members of a family had been 
brought together at once - all "crazy" - from a small village about 50 km away. 
My initial displeasure at the disturbance of the peace soon gave way to lively 
interest. This was indeed an extraordinary and fascinating thing! 

The patients, Muslims, were Gani, about 35 years old, his younger brother 
Amin, about 30 years old, their younger sister Sundari, about 22 years old, 
and the maternal uncle Qazim, estimated to be 40 years old. All four had been 
declared "mentally disturbed" and "in need of treatment" by the Chief Judicial 
Magistrate of the district headquarters in the upper part of the valley, based on 
a police report and a report by the district medical officer. Unfortunately, only 
the magistrate's official committal order had been sent along. Although I later 
wrote two letters to the magistrate asking him to send us the detailed 
protocols, nothing further could be obtained from this source. The police 
officers who had accompanied the four people were not the same ones who 
had been called to the scene of the original events and could tell us nothing 
about them. The only reasonably reliable source of information was Sundari's 
husband Razak, who was not himself affected by the "family psychosis". He 


had not been present at the decisive scene. At least I was able to get the 
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following second-hand account of the events of the last few days from him: 
One of the brothers, Amin, had married about four years ago. A month ago, his 
wife died in childbirth, and the child, a baby boy, did not live either. This upset 
the eldest brother, Gani. At first he was depressed for about three weeks; but 
for the last one or two weeks he became agitated at times and was prone to 
violence. His condition naturally had a frightening effect on the other members 
of the family. 

I also found out that "one" had gone to a "Pir" to seek help. This "Pir", Razak 
reported, had given them something to drink and advised them to forget their 
worries, give up worldly life and seek a new world. After the drink Amin had 
brought home from the "Pir" was shared with the rest of the family members, 
nine of them got into a strong agitation as if they were poisoned. They began 
to kill all the domestic animals: 8 sheep, 2 cattle and some chickens. The 
animal corpses were simply flung away. Then they set about throwing all their 
belongings out of the window and breaking the doors and windows of the 
house. Neighbours called the police and all involved were taken to the nearest 
- but probably not too close! - police station. From there they were sent to the 
medical officer and finally to the magistrate. Five of the nine whose condition 
was not so seriously disturbed were sent home again. The four worst affected 
were transported to our hospital with a referral order. Although the whole 
incident had started on 17 May, the police were not called until 19 May, and 
now it was already the evening of 20 May. It was not clear how this delay had 
occurred. 

From Razak I also received preliminary information about the composition of 
the family. I have summarised the somewhat complicated circumstances, with 
the help of later information from other sources, in the form of a family tree 
(Table I, p. 133). Preliminarily, I learned that three of the patients belonged to 
a circle of eight siblings. Four brothers, three of whom were married, and the 
youngest sister, who had not yet grown up, all lived in an extended family, 
together with their father and maternal uncle. In the course of the last 10 
years, various misfortunes and strokes of fate had apparently befallen the 


family. A chronicle of these events, as I was gradually able to compile it, 


143 


including the final culminations that had led to the dramatic episode of 
"symbiotic psychosis", is given in tabular form on page 134 (Table II). 

The four patients themselves were hardly able to give any additional 
information, since even now, three days after the acute onset of the disorder, 
they were still in a dazed, perplexed state, which Amin and Qazim 
characterised as "poisoned". It was soon clear to me that the "core psychotic" 
who had probably induced the derangement of the other three was Gani. He 
looked severely depressed and anxious, constantly rubbing and shaking his 
hands and asking for forgiveness in a voice hoarse from so much crying and 
wailing. In contrast, the sister, Sundari, seemed to be in a more uplifted, 
manifest mood. She smiled or even laughed, though often abruptly turning to 
crying, talked excessively and sometimes in an incoherent, volatile manner. 
Now and then, however, she would suddenly freeze in a certain posture, and at 


such moments her limbs could be given any position without her resisting. 


Family tree and composition of the family 
ox Q 
GFxGM (light coloured eyes) 
Ox OTACx 
1. father x mother 2. gazim 
3.4.5.6. 7.8.9. 


divorced 
OxO Sx Ox't Ox CxO OXO GO CS 
Kathi Gani Amin Fatima Akbar Sundari Yakoub Hasina 
+ ot Oto 


Living together in the clan family 


a) Usually 
1. father 
2. (Qazim, separate kitchen with wife and 2 children) 
3. Gani, his wife and three surviving children 


4. amin 
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5. - 
6th Akbar with wife 
7.7 
8. Yakoub 
9. Hasina 
10. total: 11 family members + Qazim with wife and 2 children in the same building, but with 


separate kitchen = 15. 


b) At the critical time, May 1975: 


1st father 

2. (Qazim: separate kitchen with wife and 2 children) 
3. Gani, his wife and three surviving children 

4. Amin 

5. Fatima (temporary) 

6. Akbar with wife 

7. Sundari with child (temporary) 

8th Yakoub 

9. Hasina 


10th Total: 14 family members, together with Qazim and family: 18. 


Physical features: 
Light brown eyes: - Maternal grandmother. 
- Qazim 
resemble each other very much 
- Amin 
- Sundari: very light coloured, also the hair. 


- Less distinctively light coloured eyes also in Gani 


Fatima is markedly like the father. 


Mental illness: 

G'Q = family members we observed in non-induced psychosis: Gani, Amin, Fatima, Sundari 

CG = Family members we could only observe in induced psychosis: Qazim 

(Also observed in induced psychosis: Amin, Sundari, but who later developed independent 
psychotic episodes). 

GQ = Family members of whom no psychotic phases are known (in part, if "numbered", also 
involved in the victim scene, but only "marginally"). 


= children, sex not known 
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Chronicle of events in the family 


About 1965 Fatima goes through a first psychotic phase in puberty. Treated with electric 
shocktreated in the "Mental Hospital". We only found out about her in November 1975 through 
Akbar. 

About 1968 The family buys land and, while digging, finds that there used to be a burial place 
there. 

About 1968 Amin begins to regularly visit a "Pir" in a neighbouring village. 

Around 1969 Fatima is married. 

Probably 1969/70 Death of the mother 

Approximately 1971 Amin marries for the 2nd time after the first marriage was divorced. 
About 1971 Sundari is married to Akbar's wife's brother. 

About 1972 Akbar is physically ill. Is taken to a holy place of pilgrimage. There, the family is 
told that an animal must be sacrificed if his life is to be saved. 

If this was not carried out (?), this may be the "anger of a"Pir" which Amin mentioned. 

1975 Akbar is ill again; has a "kidney ailment". One is also concerned that he has not yet been 
able to father a child. 

March 1975 Amin's second wife dies during the birth of their first child, a boy, who also dies. 
End of April 1975 Fatima's first child (premature, female) dies. 

Beginning of May 1975 Gani becomes depressed, cannot sleep, devotes herself to excessive 
prayer, sighs and moans at night. About the middle of May he becomes restless, agitated. 
Around 10.5.1975: family decides that 5 of their members will travel to Punjab; not sure, 
whether the purpose was job hunting or pilgrimage. 

16.5.1975 Amin visits his "Pir", spends the night there and returns the next day. 

17.5.1975 After Amin's return, the dramatic events begin 

(sacrifice of the animals etc.). 

19.5.1975 The police are called by the neighbours. 9 family members are taken to the 

district medical officer and the "magistrate" in the district capital. 

20.5.1975 Gani, Amin, Sundari and uncle Qazim are taken by the police in the evening for 
admission to the "Mental Hospital"by the police in the evening, all in a psychotic state. 
28.5.1975 Sundari is sent home with her husband "on leave" as she has recovered. 

29.5.1975 Qazim and Amin are also sent home "on leave" as they have gained insight 

and have calmed down. 

31.5.1975 Gani is sent home with his father "on parole". He is still anxious-depressed. 
25.6.1975 I make a home visit to the family in the village. Gani still depressed; 

Sundari excessively irritable and talkative; Amin and Qazim fairly in 


balance; hitherto unknown sister, Fatima, psychotic for 1 month. 
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5.8.1975 Fatima taken to hospital for admission, manic. 

9.9.1975 Fatima sent on leave with Amin, though still bustling and talkative. 

16.10.1975 Fatima brought back again as she continues to be psychotic. 
She is treated with electric shock in the following weeks. It is only now that we are informed 
about the first psychotic about 10 years ago. 

24.11.1975 Fatima is again given leave as she has now calmed down and is symptom-free. 
16.12.1975 Fatima is finally written off as "discharged". 

1976 Amin is admitted to the "Mental Hospital" in a phase of endogenous depression. 

1977 Sundari is admitted to the hospital in a manic phase which occurred after the death of a 
newborn child. In the next 3 years another admission in a manic phase in the next 3 years. 
1977 Akbar is admitted for outpatient treatment, believing that his vague physical complaints 
could be physical complaints could be masking depression. Some improvement despite 


irregular treatment. 


This symptom of "catalepsy" and "waxy pliability" is typical of the so- 
called "catatonia", which is usually considered a sub-form of schizophrenia. 
However, it is conceivable that in these still quite primitive people - similar to 
animals that are unexpectedly placed passively in a different body position or 
that suddenly find themselves facing an enemy - such reactions, as signs of 
perplexity and perhaps as protective mechanisms against the unknown, can 
also occur outside the framework of schizophrenia. 

Amin and Qazim were more able to express themselves; they had apparently 
already been able to distance themselves to some extent from what was 
happening. But even they could not give a coherent account. Both mentioned 
that they still felt "poisoned" and complained accordingly of dizziness, 
headaches and palpitations, presumably the somatic accompaniments of 
anxiety and agitation. Amin claimed he could not quite remember what had 
happened. Qazim spoke of a "djin", a "ghost", which had frightened him in the 
dream. When I asked him why he had become involved, even though he was 
not a member of the immediate family, he explained: "When I saw the others 
doing all this, I also joined in. Even now he had no doubt, as apparently did 
the others involved, that what had happened was right and necessary. Neither 


the reports of the participants nor our own observations gave any indication of 
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hallucinations, i.e. sensory illusions. 

Even at this first encounter, even in the sparsely lit room, I had noticed that 
three of the patients: Sundari, Amin and Qazim, had very light-coloured, hazel 
eyes. Gani's eyes were slightly darker, but still relatively light brown. I also 
noticed that Amin looked much more like his uncle Qazim than his brother 
Gani. 

All four patients were immediately examined and the results carefully 
recorded. 

One naturally had to think in the first place of poisoning by mushrooms or 
poisonous plants or perhaps - since it was reported that they had enjoyed a 
potion prepared by a "Pir" - of some of the forms of cannabis indica (hashish) 
occasionally used by such spiritual counsellors. However, neither the available 
reports nor the condition of the patients over the next three days pointed in 
this direction. So one could probably drop this hypothesis, which incidentally 
was also suggested by other people who had heard about the case. 

The formalities for the admission of all four patients were completed and the 
necessary medication, graded according to individual needs, was prescribed 
and immediately administered in a first dose in my presence. As I had the 
impression that the four had reinforced and strengthened each other's mental 
state, I had each of them placed in a different room, perhaps the separation 
could help - I reasoned - to gain distance from the exciting events and 
disturbing influences. 

The next morning, however, I saw the three men crouching close to each other 
again in a corner of the hospital garden, and as soon as Sundari found an 
opportunity to escape from the women's room, she too joined them. As long as 
they stayed in the hospital, they maintained this tendency to stay united in 
their small group, usually at some distance from the other patients. One had 
the feeling that they were held together by very close, empathic-symbiotic 
bonds. 

The psychologist's attempt to give the patients a Rorschach test one day after 
admission, when the psychotic events had not yet subsided, brought only very 


meagre results. All four were so heavily under the influence of medication that 
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they could only give fragments of information and could hardly respond to the 
test. Gani was preoccupied with the idea that he had committed some mistake 
or sin, but also talked about visiting the "Pir". According to Amin, the family 
had angered a "Pir" so that his wrath had fallen on them. Qazim was the only 
one who could give a more coherent account: A "Pir" had given his nephew, 
Amin, water to drink. This had aroused the young man. When he returned 
home, he complained of general weakness, drowsiness and confusion. He then 
became agitated and killed some animals. Soon the police came and brought 
all four of them here. Amin, he explained, had often gone to this "Pir" to ask 
for his blessing to remarry. Amin had been married once before. However, he 
had divorced that spouse, while the second wife had recently died. He now 
wanted to know from the "Pir" whether he should dare to marry again. Instead 
of answering this question, however, the "Pir" had given him the 
aforementioned water.Qazim, the uncle, could now admit with an embarrassed 
smile that he too had behaved foolishly and had therefore been taken to 
hospital. But now he had calmed down and only had to laugh when he thought 
of the strange incident. Although his talking was not pointless and he had 
obviously gained some insight, he could not be persuaded to take part in the 
psychological test that was presented. 

The following day, 22 May, Sundari was sufficiently sane to be interviewed by 
me with the help of a young Kashmiri woman doctor as interpreter. I made a 
note of this conversation as follows: 

"Sundari is still a little dazed, but better able to take in and respond to 
something than yesterday. She seems to remember the whole event. Even 
now, however, she cannot see anything wrong or abnormal in it. When 
questioned, she tells us that after the death of Amin's wife and newborn child, 
they were all very sad and distraught. Since then, she has also been staying 
with her brothers at their parents' house, while she usually lives with her 
parents-in-law in another village. After Amin had gone to the "Pir", he had 
brought a bottle of water. They all drank from it. After that, they began to kill 
their cattle and poultry and throw out all the household goods. "Did you 


perhaps think that a new world was coming?" I inquired. "Yes, there is a new 
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world here now!" replied Sundari, who seemed to be in a very uplifted mood 
and often smiled joyfully. At least, at times, one could also notice a somewhat 
pensive and dreamy expression on her face. When we questioned her, she 
confirmed that the family had always been very close and that everyone had 
shared their feelings and experiences with the others." 

In my notes, I had again put down what I had already noticed two days ago 
when I took the picture. "Sundari has an appearance that is quite striking even 
for a Kashmiri*: hazel eyes, light-coloured, almost "golden" hair and red 
cheeks. Her facial features, with a rather large, sharply cut nose, are also 
somewhat extraordinary, actually quite beautiful. She could easily be mistaken 
for a Central European woman. What is surprising is that she seems hardly 
surprised that she is now here and being examined by a foreign doctor. She 
just accepts it as natural, probably an aspect of this "new world". She has the 
milk pumped from her breasts and is not overly concerned about her small 
child that she had to leave behind at home." 

On 23 May, Sundari's husband, Razak, came with his father-in-law, i.e. the 
father of three of our patients. From the latter we were able to get more 
information, not only about what happened on that fateful day, but also about 
the composition of the family and their social position in the village. In 
addition, the father - a tall, lean, middle-aged man, simply dressed, as is 
customary in the village - also gave us some explanations and assumptions 
about the strange story. You could tell, however, that he was very wary, 
obviously trying to present everything as harmless as possible. Presumably, 
the wild scene had been ridiculed and made fun of in the village, so he had 
every reason to play down what had happened. 

I learnt from him that the family usually included himself, and of his children, 
four sons and the youngest daughter living together, as well as the wife and 
three children of the eldest son Gani and the wife of a younger son, Akbar. The 
latter, however, has been absent recently as she is Sundari's sister-in-law (by 
brother/sister double marriage) and had to go to her own family, while Sundari 
had to be "at home" for the time of mourning for her brother's wife and child. 


Thus, the family usually consists of eleven members, currently even fourteen, 
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as a younger daughter, Fatima, is also "at home" after a recent birth. The 
eldest daughter, Kathi, has been married for years and lives with her parents- 
in-law without having much contact with parents and siblings. Amin's second 
wife died in childbirth about two months ago, and the newborn, a son, also 
died. Fatima's child, a baby daughter, also a firstborn, also died three weeks 
ago. Qazim, the maternal uncle, lives in the same house, but runs separate 
kitchen with his wife and two children. 

We learned that the house is in the middle of the village, which has about 50- 
60 houses. The family maintains good relations with the neighbours. The 
houses are not very close to each other, so there is enough space to be 
"alone". The family is not involved in any disputes with other villagers. They 
are generally respected because of their strict religious beliefs. They are 
counted among the "higher classes" of the village population. Only 3 - 4 other 
families, the father proudly stated in response to our question, have a higher 
rank. From the family name, one had to assume that the family did pottery. 
However, the father explained to us that this had not been the case for a long 
time and that they made their living from small-scale mixed farming. When we 
asked if it was customary in the family for someone to devote themselves 
entirely to a religious life, we were told that this had never happened. No one 
even went to school. Later, however, I found out that the son Akbar could read 
and write a little. 

After obtaining this basic information about the family, we cautiously venture 
to explore the recent events. First, I ask who was first and most affected after 
the death of Amin's wife. "Amin himself," is the answer. Gani's disorder started 
a little later. The latter had fallen into excessive praying and had not been able 
to sleep at night. He was very depressed. Upon questioning, I learn that this 
was the first such phase. It had only begun after Fatima's first-born had also 
died. 

"Who went to the "Pir"?" I now inquire further. "That was Amin too. He had 
been going there quite often for the last seven years. The last time he made a 
visit to the "Pir" was on Friday, May 16." - "And what did this "Pir" advise him 
then?" I now ask. "The 'Pir' did not tell him anything. But Amin told him that 
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he wanted to become a "dervish" (i.e. a mendicant monk or "God-seeker") 
because his wife was now dead. He also asked whether he should marry again 
or not. The 'Pir' gave him water to drink and Amin stayed with him overnight." 
In response to my specific question, the father added that he did not know 
whether anything had been added to the water. In any case, the "Pir" had 
blown his breath on the water.* According to the information we received 
further from the father, only Amin himself had drunk from this water; he had 
not brought any of it home. He did not return until Saturday, 17 May. As far as 
he, the father, could see, Amin was not in any extraordinary condition when he 
arrived home. It was only a little later that he suddenly became very anxious, 
had palpitations and thought he was finished. All the others were also gripped 
by fear and thought they were going to die. Gani, the father assured us when 


we asked, was not involved. 


"Was there any idea that God wanted to punish you for something, since you 
had already gone through so much hardship in the past years?" I now enquire. 
"Yes, that's right," they say. "Yes, do you know of any sin or transgression?" I 
ask further. "No, we know nothing." - "If, then, a divine judgment should take 
place," I inquire further, "should it affect only you, or should the whole world 
be judged and destroyed?" - "No," says the Father "it was meant for us only." - 
"But then why did you start killing the animals?" is my next question. "Gani 
started it," explains the father, "because he felt that an evil fate was about to 
invade the family and that to avert this, animals had to be sacrificed. The sons 
sometimes dreamt of the Pir and also of ghosts." - "Did they each tell each 
other their dreams?", I enquire. "Yes, they shared everything with each other". 
- "But wasn't one animal enough for the sacrifice?" I want to know further. "No, 
they had dreamed that another three members of the family would die, and 
therefore the sacrifice had to be big." I now hear from the father. "Who dreamt 
that?" is my next question. "Gani and Amin, several times recently." - "Is it 
true," I now ask, "that you also threw all kinds of stuff out of the house?" The 
answer is, "No!" However, one can sense that the father wants to hide 


something, as he is obviously ashamed of the matter. 
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Finally, I want to know whether they really meant that the world would end 
and a new world would begin. The father doesn't want to know anything about 
that and Razak just laughs about it. They had all only feared for their lives, 
that is, they had feared that the world would end for themselves. "But was 
there any hope of a new world," I inquire again, "so that the things of this old 
world would no longer be needed?" To which there is again a firm "No!". This 
idea, which made the playing in of the theme of a "cargo-cult" (for explanation 
see later, p. 157) likely, was obviously a private mythology that Sundari had 
sketched out in her rather manifest mood. 

Again I now enquire whether there was no possibility that perhaps poisoning 
by mushrooms or plants had been involved. According to the two respondents, 
this was out of the question. "The Pir did something," they say. 

"Did you all take part in this sacrifice?" I now want to know. "Yes, all of us," 
they confirm to me. 

I then try to find out which of the brothers and sisters have the closest 
connection to each other. "Gani, Amin and Sundari," they say. I also want to 
know if this has anything to do with the special colour of their eyes. "Yes," the 
father confirms, "the ones with the light-coloured eyes stick together the 
closest." However, I am told, in answer to another question, that this is nothing 
SO very special, as there are other people in the village with light-coloured 
eyes. 

"What do you intend to do now?" I finally ask. "We will buy new cattle. "How 
did the people in the village react to the whole thing?" I want to know further. 
"They were sympathetic and wanted to help us; some, however, made fun of 
us." My last question, whether I would be allowed to visit if I were to come to 
the village on a Sunday, is readily answered with precise details of the various 
routes to reach the village. 

Over the next three days, Sundari gained more and more insight. The result of 
the psychological test (Rorschach Formdeutversuch), in which she now willingly 
participated, only pointed to an intense interest in religious things, but 
otherwise gave no indication of abnormal psychological functions. During a 


consultation on 27 May, again with the help of the young Kashmiri doctor, she 
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was now quite alert and aware of herself and the situation. Largely 
spontaneously, she gave a new version of the critical events, according to 
which it was Gani who had received something from a "Pir" and was then 
agitated for several nights. When we asked who had been involved in the 
"sacrifice", she now also said that only Gani had killed animals, while everyone 
else had tried to stop him. She then reported on her own that the family had 
bought land from someone a few years ago. But when they started ploughing 
and digging, they discovered that it had skeletons in it. It must have been a 
burial site. However, that was seven years ago. 

"And what does this have to do with the present situation?" I wanted to know. 
"Nothing," was the first reply; then Sundari added thoughtfully: "In all these 
years, the misfortunes have been piling up, and finally something had to 
happen." I tried to find out what it was about this land. "Is there any law that 
you can't build on or sell land that used to be a graveyard?" - "No," Sundari 
replied. "It was a burial ground many thousands of years ago, just old bones." 
At the end of the conversation she then expressed the very normal feeling that 
she was now homesick for her child and wanted to leave the hospital.We had 
the impression that Sundari was quite an intelligent and sensitive young 
woman who had obviously been quietly thinking a lot about the situation, 
bringing up old, half-forgotten memories and somehow relating them to recent 
events. Everything, however, remained very vague, pointing only to a central 
theme of accumulated unfortunate events, perhaps also to some hidden guilt 
and the need for a cleansing and atoning action. Moreover, as with the father, 
one could notice the tendency to put all the blame on Gani and make him, who 
was mentally disturbed anyway, the scapegoat. 

On the same day, i.e. one week after admission, the three men are also 
examined again. Gani, who is taken alone, is still very depressed, slowed down 
in all his reactions, lost in thought. At least he can contribute the following few 
fragments to clarify what happened: A "Pir" had come to the house and he 
himself had been very joyfully excited about it. When I inquire whether this 
refers to reality or to a dream, he cannot answer clearly and coherently, but 


finally mentions that it must have been a dream. Then he reports, for the first 
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time, that Akbar's younger brother had also been ill and had gone to a 
traditional healer. He asked that his life be preserved and promised to sacrifice 
an animal in his place. But that was three years ago. I wonder in silence if the 
family had failed to make this sacrifice and if this was the curse hanging over 
them. 

Amin and Qazim are now behaving inconspicuously and are quite sane and 
cheerful. But they too, when questioned again, give me a version of events 
that differs from the original report and in which Gani is made the scapegoat: 
It was he who had dreamt that three other family members were to die. For 
Amin, however, this is not entirely certain, although on the other hand he now 
claims that he himself has never had prophetic dreams. Sometimes, however, 
he is afraid of something in his dreams. Cautiously, I then inquire - not quite 
trusting my patient's concept of reality - whether he only has such "dreams" in 
his sleep or whether something like that also happens during the day. The 
answer is "only in my sleep". The idea that animals should be sacrificed is now 
also attributed to Gani. I point out to them that Gani was not in a normal 
mental state at the time, so why did they still follow his instructions and 
orders? They now explain that Gani alone slaughtered all the animals. The 
others tried to stop him, but they did not succeed. "But was this the cause that 
you all also became disturbed, or were you already in a strange mood 
beforehand?" To which it is now said, with some hesitation, "Both." When I ask 
Qazim again why he, as someone who was not so directly affected, had also 
interfered, he now claims that he had only tried to stop the others, whereas 
earlier he had admitted that he himself had also taken part in the killing. 

To my notes on this interrogation I added the remark: "It seems that now 
everyone - perhaps by appointment? - rationalise the situation, and Gani, who 
is even now obviously mentally ill, becomes a welcome scapegoat for the 
abnormal behaviour of the others." 

I take this opportunity to ask again which family members have the light- 
coloured eyes. Apart from Amin, Sundari and Qazim, I am now also told about 
Yakoub, the youngest brother, and Gani's wife (presumably a cousin). Not only 


the mother, who died 5-6 years ago, but also the maternal grandmother had 
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these light brown eyes. 

It could now be concluded that for Amin, Qazim and Sundari the psychotic 
episode had apparently been temporary. A few days under the effect of 
psychotropic drugs and isolation in the hospital had been enough to bring them 
back to a normal trajectory. Sundari was probably the most deeply affected. 
One could sense that her reaction was coloured by an underlying endogenous 
disposition to affective-psychotic processes. Later, we could see that the 
strings that had sounded in the psychotic episode continued to vibrate for a 
long time. Amin, who had actually been most cruelly beaten by fate and who 
had also been most directly under the influence of the "Pir", now appeared as 
the one among the four patients who had the most stable equilibrium; he 
quickly succeeded in simply "shaking everything off". Qazim's willingness to be 
infected by the psychosis of the others had to be rated higher than that of 
Amin. Although he was not a close-knit family member and thus had the choice 
to stay away from the whole thing, he did not hesitate to also join in and get 
carried away by the common mood.Gani, finally, clearly appeared as the 
inducer. In his own depressive psychosis, which had already begun 3 - 4 weeks 
before the dramatic climax, he induced the animal sacrifice, as far as one can 
guess from the information, and then let it degenerate into a boundless orgy of 
killing and destruction, i.e. to truly psychotic dimensions. 

While Sundari could be sent on temporary leave when her husband visited her 
on 28 May, and Amin and Qazim on the following day, we kept Gani in hospital 
for another two days, until 31 May. Although he had not fully recovered even 
then, we allowed the father to take him home. Each of the four patients was 
given medicine for a fortnight with the instruction to come back in a month at 
the latest after this time or if they could buy more medicine themselves. 

This long interval will seem strange to Europeans. However, we knew from 
experience how difficult it is for patients from distant villages to have to visit 
the hospital again and again, especially during times of urgent agricultural 
work. Our whole polyclinic operation was therefore geared towards dispensing 
medicines and writing prescriptions in such a way as to minimise the need for 


follow-up visits. 
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When four weeks later no one from the family had come forward, I decided to 
visit them on a Sunday. As no one from the hospital staff was available at short 
notice, I asked a young student friend from that area to accompany me to the 
distant village as an interpreter. 

From the district capital in the upper part of the valley, 50 km away, where we 
buy some additional supplies of medicine, a bus takes us to a small village 
about 15 km from the main road. From there we have to walk about three 
more kilometres. Soon we can see some houses a few hundred metres away in 
the middle of a group of tall trees. The people working in the rice fields stare at 
us with curiosity. A boy joins us and wants to know what we have come here 
for. When I explain what we are doing, he immediately confirms that the 
village of K. is in front of us and that the family we are looking for lives there. 
"Are they better now?" I ask. "Some of them are well again," the boy reports, 
"but others are still crazy." Some more people coming along behind us catch 
up with us. Among them is an older man who seems to be held in high esteem 
by the others. He now takes it upon himself to guide and inform us further, and 
the boy mingles with the people in the background. 

"Yes," the old man tells us, "the four of them came back from your hospital. 
Two of them are in good health and working in the fields. But Gani can be 
heard screaming and wailing at night. The sister has recently returned here 
from her in-laws' house, and her other sister, Fatima, is now all out of her 
mind." So we would find plenty of work! 

Meanwhile we have reached the shady grove of trees in which the houses of 
the village are scattered, half hidden, connected by an irregular labyrinth of 
narrow, dusty lanes and alleys. It is very quiet and peaceful in the village as 
most of the inhabitants are out in the rice fields. After winding our way along a 
narrow path between the mostly two-storey thatched mud houses, we reach a 
slightly wider and straighter lane that leads along an elongated, well- 


maintained house. Qazim, the uncle, immediately comes out of one of the 
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doors, and behind him the old father with a small child in his arms. They 
recognise me immediately and greet me and my companion like old friends. 
After a while, Gani also appears, still looking glum but attempting a smile when 
he sees his doctor. He now takes the initiative for what happens next. 

He points to a small house across the alley and asks us to come there. The 
mud walls of the ground floor may well enclose a storeroom. But we are led up 
a steep staircase, which leans against an outer wall without a railing, to a room 
on the upper floor. At first, darkness surrounds us. But as some of the wooden 
shutters are pushed open, it becomes light and airy, and we can now 
distinguish details. The room is empty, apart from a wooden chest in one 
corner and some hand-woven woolen blankets spread around it on the clean 
clay floor. Probably a place to retreat to for prayer and meditation. 

We take off our dusty sandals and sit down on one of the blankets, together 
with Gani and Qazim. The former soon takes out his polyclinic card and, 
wrapped in a plastic bag, the remains of the medicines which, had he followed 
our instructions, should have been used up long ago. He explains that he had 
to work in the fields, and since these medicines make you tired and sluggish, 
he stopped taking them. One of the neighbours, who of course followed us so 
as not to miss any of this rare spectacle, protests: "No, Gani is not working at 
all. He is still resting, and at night we hear him crying and swearing." 

We try to explain to Gani that he should continue taking the medication and 
that he or someone else from the family should have come to us long ago to 
get new supplies of it. Since it had become clear to us that they would not 
come, we had now gone to the trouble of bringing them additional medication 
ourselves. "How could we have come?" is now argued, "while there is all this 
hard work to be done in the paddy fields?" Obviously, this is the most 
important thing at the moment. 

Qazim, who seems to be well balanced and has in turn consumed almost all of 
the tablets we have brought, now takes over the medicines we have brought 
and at the same time our instructions. He is also the one who gives us 
information about the other family members. Amin and Sundari are out in the 


fields, but should be home soon. Amin is still doing well, but Sundari, who 
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recently returned from her parents-in-law's house, is still distraught. In 
addition, her sister Fatima, whose child died a few weeks ago, iS now also 
"crazy". 

Meanwhile, the news of this rare visit seems to have spread and the whole 
room is now full of curious onlookers. Two of them are reasonably well 
educated young men; they offer themselves to us as interpreters. 

First we try to get information from them about the possibility of getting back 
to Srinagar before evening. "There's no way," they explain, "it's Sunday and 
the buses don't run." - "But," I reply, "we have been told that the last bus will 
leave S. village at 6.00 or 6.30 p.m. and that we can get on somewhere near 


here." - "Yes, on weekdays," we are now instructed, "but not on Sunday." - 
"But how can we get home then?", I now ask, a little worried. The invitation to 
just spend the night here, which we immediately receive not only from the 
neighbours but also from "our family", sounds sincere and heartfelt. However, 
we explain that we have to return and the discussion continues for some time. 
We finally understand that we can try our luck by going to the next village 
where we might find a "tonga", i.e. a two-wheeled horse-drawn cart, or a 
truck. Meanwhile, like a whirlwind, Sundari sweeps into the room. Her face is 
flushed and covered in sweat. Her clothes are damp, it is not clear whether it is 
from sweat or from working in the submerged rice fields. She greets me with a 
hearty hug and a relieved smile. Her breathing is wheezing and she is 
obviously exhausted. Someone brings a cup of milk. She drinks a little of it; 
the rest is soon spilt in the general excitement. Sundari now starts shouting 
and swearing, really burning with anger. With a hasty movement, she lifts the 
lid of the chest in the corner and pulls out from it a copy of the Holy Quran. 
Swearing on it, she tries to give greater weight to her imprecations. My young 
interpreter, startled by this unexpected event, can't quite keep up with her 
translation. As far as I can make out, Sundari had spent some time with her 
husband and parents-in-law after leaving the hospital, but was upset about 
having to do "dirty work". She later elaborates that she means collecting cow 
dung and spreading it out to dry. While for the Hindus all products of the cow, 


including urine and dung, are sacred and therefore no one would be 
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embarrassed to handle them, the Muslims have no similar respect for them. It 
is quite possible that the in-laws, having just returned "from the madhouse", 
wanted to humiliate the young woman by giving her this "unclean job". And so 
here she is. She was able to escape the insults of the in-laws, but now she is in 
an even more unpleasant situation, as she has to help transplant the rice 
seedlings and work hard in the burning sun. She is also separated from her 
child. "What is a girl to marry for?" she exclaims, "for nothing but toil and 
insults!" Now, as I speak a few comforting words to her, her mood suddenly 
changes. She beams a charming smile at me, embraces me affectionately and 
then begins to speak in a calm manner. I learn from her that she also did not 
take the medication because the "Pir" advised her to stop. 

Meanwhile, her sister Fatima, whom I have not met yet, has now also entered 
the room. She is smaller and less pretty than Sundari; her face is somewhat 
disfigured by a heat rash. She immediately snatches the Holy Quran from 
Sundari and, sitting down with it, begins to recite something from it in a loud 
voice. Then she too launches into a torrent of curses and invective, again 
directed at in-laws in general and her own in particular. There is no doubt that 
at the moment, among the siblings, she is the most disturbed. 

Sundari, who has calmed down in the meantime, is now trying to regain my 
attention by massaging my legs, something I have long known in the hospital 
as a gift of personal service that even a poor man or woman can offer - or 
rather often impose! - can offer. Gani also joins her, so that I am now intensely 
"under pressure" for some time. 

Amin, who also comes a little later from working in the rice fields, looks happy 
and content. Although he was actually hit hardest by the loss of his wife and 
child, he seems to have recovered most thoroughly. Akbar, the brother 
everyone had been worried about because of his kidney ailment, has also 
arrived with him. His pockmarked face shines with a friendly smile. He is not 
quite well yet either, but somehow he is getting by. 

Now that all these family members are gathered, the conversation becomes 
very lively and at times spirited. The interpreters can't keep up with translating 


and explaining, so I can only guess what's going on. Sundari and Fatima get 
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agitated again and again, and when the brothers try to silence them or when 
Fatima gets too noisy, Sundari delivers sharply aimed blows. A real Punch and 
Judy show! The old father, whose fearsome face shows an almost gleeful smile, 
watches the scene passively, patting the child's naked backside on his arms 
now and then. He seems to be standing outside the action and only observing 
it from a distance, without being much affected by it himself. One gets the 
impression that now Gani, the eldest son, would actually have to bear the 
burden of the family. But he is still depressed, helpless. 

My motive for this trip was largely scientific interest in this rare case. But what 
is taking us here is a humanitarian mission! I try to calculate how far the stock 
of tablets we brought from the hospital and supplemented by further 
purchases will suffice, together with the unused remaining stocks. Then I 
allocate a quota to everyone according to their needs - including Fatima, of 
course. That should be enough for 8 - 10 days. However, it is again doubtful 
whether anyone will come forward after this time. I explain to them that if one 
of the family members should become too agitated, an immediate admission to 
hospital is possible without the diversions via the police and the magistrate. 

My young companion becomes impatient and urges us to leave so that we at 
least have a chance of getting home before dark. We therefore bid a hasty 
farewell, almost forcibly detaching ourselves from the many handshakes and 
hugs and repeatedly rejecting the offers to accommodate us for the night. Of 
course, the whole swarm of people accompanies us back through the village to 
the road outside. An old man limping on a stick holds out his wrist so that I 
can take his pulse and so that he can also benefit from this rare, perhaps 
unique, visit to the doctor But we don't have time now. If we were to start 
doing "general practice", there would probably be no end in sight. 

The road to the next village, about 4 km to the southeast, is quite pleasant. 
We are on a plateau where a light breeze has already cooled the heat of the 
burning sun a little. People are still working in the rice fields. From time to time 
we meet a woman or a child carrying a huge samovar filled with salt tea out 
into the field. In some of the fields, the workers have gathered for a tea break, 


chatting happily. However, where work is still lagging behind, the labouring 
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women are spurred on to do better by the rhythmic singing of a man. The 
refrain is always sung along by the women as well. From a distance, the rows 
of stooped women in their brightly coloured wide robes and headscarves look 
like large flowers (Fig. 20). 

Obviously this is very hard work. The golden-green rice seedlings, which first 
grow closely packed together in little seed gardens, have to be pulled out and 
gathered into handy bundles. These are then carried to the submerged fields 
where small bundles of them are planted in the heavy soil. Of course, it is not 
possible to do this work crouching or kneeling in the water. The planters 
therefore work with their legs stretched out, torso and head bent forward 
horizontally so that their arms and hands can do their work hanging down from 
their shoulders. I now understand why so many of our patients complain of 
back pain at this time of year! To protect the skin when standing in the water 
for long periods of time and at the same time to protect against insect bites, 
the arms and legs are painted with a tar mixture. For weeks to come, you can 
still tell who was involved in this planting work by the black discolouration, 
which is only very gradually worn away. The work has to be finished quickly, 
within a few days, at the moment when the seedlings are just ready. One is 
not surprised to hear about disputes between families, each of whom is 
applying for the help of a daughter or daughter-in-law at this busy time of 
year. Only a few days before, I had to examine a man in prison who was 
involved - probably innocently - in a murder or manslaughter, the cause of 
which was apparently just such a conflict. Our Sundari is one of the few who 
can consciously experience such a dilemma and even express it in words. 
Other girls, who are less intelligent and bright, simply allow themselves to be 
passively pushed around and then finally fall into dull despair or simple 
exhaustion. 

Around us, in a wide circle, spreads one of the most beautiful mountain 
landscapes in the world. Only in a small section in the northwest does the 
horizon get lost in the haze. Otherwise, snow-covered peaks of various shapes 
form a perfect garland everywhere. Where the tender rice stalks have already 


been planted, their bright green blends with the reflection of the blue sky in 
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the water. Is this one of the reasons why people here in Kashmir so often 
cannot distinguish between "green" and "blue"? 

Gradually, we catch sight of the houses of the next village between the mighty 
plane trees. Even from a distance, we hopefully notice the drawbars of a 
"tonga" protruding from a barn door. Yes, there really are such vehicles in the 
village! But, as we have to learn when we finally arrive there, there is no carter 
to be had, and the horses are allowed to enjoy a day off in the pasture today. 
Here, too, it is Sunday, and that means that no one is willing to harness a 
"tonga". "But what?" we ask, disappointed. "Maybe you can find a "tonga" or a 
truck in the next village," we are comforted. If this suggestion sounds very 
uncertain, it is our only hope. We refresh ourselves with the clean, cool water 
that flows abundantly from a tap at the side of the road. And then we continue, 
still passing through bright green rice fields, surrounded by the beautiful view 
of the mountains. 

"IT will never forget this adventure," my young companion assures me. "I never 
expected anything like this to happen when I got up this morning." "Yes," I 
reply, "you see you can have adventures when you take life first hand, so to 
speak, and not just when you sit passively in a cosy armchair in the cinema. 
However," I add, "this first-hand life may pinch and flay you a little here and 
there." 

I now understand why so many of our patients come late to our polyclinic, 
often long after our hours have closed. It is really difficult to find transport in 
these villages. And just think: having to drag an unruly psychotic patient for 
miles to the nearest bus stop, only to find that the bus has already left and 
there is no "tonga" available either! 

Finally, after another 4 km, we arrive in the next village. But here too we have 
no luck. A man with a bundle in his hand has been waiting since early 
afternoon for a means of transport to take him to the place where he has to 
work tomorrow morning. He joins us while we, still hopeful, set off again "to 
the next village". My companion strikes up a conversation with him and soon 
finds out that he knows her family. I leave them to their conversation and 


reflect again on the events of this afternoon, pondering what could be learned 
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and what wisdom could be distilled from this experience. 

One thing is quite certain: there is hardly anything that can remain private in a 
Kashmiri village! A man's or a woman's worries and misfortunes are everyone's 
business. One therefore understands the role of the chorus in Greek drama. 
Everything obviously becomes not only the object of empathetic or vicarious 
sharing of experience, but also the starting point for more or less sympathetic 
or, on the contrary, critical comments. As is the case in typical Kashmiri round 
chants, someone may take the initiative for a while and offer a "solo" that 
makes him or her stand out from the crowd. Sooner or later, however, the 
others will pick up the tune and the solo singer will submerge back into the 
group, perhaps allowing another lead singer to take over temporarily. There 
are few who can dare to stand out and stand out like this all their lives. For 
some, it is the moment of standing out, with all its fears, that brings danger; 
for others, it is the re-immersion that brings disappointment, regret and 
perhaps guilt over missed opportunities and missed ambitious goals. 

Even the one who collapses in the process becomes the main character for a 
while. As long as he causes no harm, interest in his suffering, perhaps a 
vicarious enjoyment of his pranks and unconventional behaviour, may remain 
benevolent and sympathetic. However, if he starts throwing stones around, 
perhaps setting fire to a thatched roof, beating others, disturbing the night's 
rest, then patience ends very abruptly and the "madman" is taken, bound with 
ropes or chains, to the "madhouse" in Srinagar. There he remains, often long 
past the time when he regains his senses, simply because anger and 
resentment against him have not yet cooled down at home in the village. 

More than ever, I realise once again how important it would be for this area to 
have mobile units: Small teams with a jeep that could drive from village to 
village to find the first signs of a mental disorder and, of course, to ensure 
follow-up treatment for cases that have already been treated in a psychiatric 
hospital. At the same time, mental hygiene classes could be given, perhaps 
gradually breaking down some of the old superstitious beliefs and customs. 
Meanwhile, we have again reached "the next village". Again, the same story: 


no shortage of vehicles, but neither carter nor horse. The sun has now already 
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turned towards the western horizon and the village people have all returned 
from the fields. Our only hope is to march on. It is finally almost dark when we 
finally hear the welcome whir of an engine and the blast of a horn behind us. A 
lorry catches up with us and fortunately takes care of the tired hikers, who 


thus reach at least one bus on the main road before nightfall is complete. 


* OK OX 


Almost two months passed before we received news of our four patients once 
again. At the beginning of August, Fatima, whom we had already met during 
our visit to the village in a psychotic state, was brought to the hospital for 
admission, as her mental disorder was still persisting. Apart from the few 
tablets we had left behind at that time, she had remained without treatment. 
She was talking away at a rapid pace, with obvious flight of ideas, in a cheerful 
mood, but very irritable. Since she had already met me, she considered me a 
good acquaintance; she therefore did not resist admission to the hospital in 
any way. From her father, who accompanied her, we were able to learn a few 
things about the other family members: 

Gani was still not better. He continued to be depressed, could not sleep well 
and woke up very early in the morning. He complained a lot about heart 
palpitations and often started crying. Of course, after the small supply of 
medicines we had left was used up, he was also left without further treatment. 
In retrospect and in view of the manic phases of the two sisters and also the 
persistence of his own depressive syndrome, the diagnosis of endogenous 
depression now seemed more appropriate than our original assumption that it 
was only a depressive reaction. 

Of Qazim, the father reported that he was in decently good shape, though 
sometimes anxious. 

Sundari was still at her parents' house, as her in-laws had not yet asked for 
her back. She was feeling better, but still often felt weak and anxious. Above 
all, however, she missed her child who was with her in-laws. 


Amin, who had also come with Fatima, looked physically healthy and behaved 
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calmly and sensibly. He told us that he still had palpitations at times and that 
his sleep was often disturbed by restless, bad dreams. Now and then he still 
visited his "Pir". At the moment he was not thinking of getting married again; 
first he had to feel completely well now. 

When we then asked for details about Fatima's illness, we were told that she 
had first shown signs of psychosis 4 - 5 weeks after the loss of her first child, 
who was born prematurely. This was about a week after the "victim scene", in 
which she herself had not taken a very active part. It was only later, when her 
brother Akbar visited her once, that we heard from him that she had first gone 
through a similar psychotic phase 10 years ago, probably at puberty. 

Despite high doses of psychotropic drugs, she remained very agitated during 
the next few weeks, mostly talking incessantly and at the highest speed, easily 
irritable, so that when she was brought back from a short, experimental 
"holiday", we had to decide to give her a series of electric shocks after all. It 
was not until the end of November, i.e. 6 months after the onset of the 
disorder, that we were able to discharge her home in a reasonably good 
condition. 

The visits that father and brothers made during her stay in hospital gave us 
the opportunity to follow what was happening in the family. By September, 
Gani had more or less returned to his normal behaviour, although he was still 
occasionally depressed. Amin, who came himself several times, was apparently 
cheerful, but reported that he still suffered from overly strong moods at times. 
We got a good report about Qazim. 

Sundari was still at her parents' house as the in-laws did not seem to be 
interested in her return. She too had a tendency to be irritable. 

It was only six months after the dramatic "sacrifice" had taken place that we 
managed to get a somewhat more objective account of it, from the family 
member who had apparently been least involved, Akbar, the brother who had a 
"kidney ailment". According to his account, the father, Fatima, the two 
youngest siblings, Yakoub and Hasina, as well as he himself, had taken little 
part in the agitated scene at the time. The one who had instigated the 


slaughter orgy was Gani. Then, in order of decreasing participation, came 
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Amin, Sundari, Qazim and Fatima. Akbar confirmed that originally Amin had 
initiated the whole event, following a dream in which the 'Pir' demanded a 
sacrifice. He agreed with us, however, that if Gani, out of his psychotic mood, 
had not taken the whole thing to extremes, it would have been limited to the 
sacrifice of a single animal, perhaps a sheep or a hen. According to his 
account, one ox, three sheep and one hen had been sacrificed at that time. 
While Gani and Amin were the ones who killed the animals, the other members 
of the family, especially Sundari and Qazim, accompanied the scene with noise, 
dancing around and generally with great excitement. At that time Fatima was 
not yet mentally disturbed. Her illness did not begin until about 10 days later. 
From Akbar's report it could be seen that it was also Gani who came up with 
the idea that the world would end and a new world would begin and that one 
could therefore liquidate his belongings. It is possible, however, that he was 
inspired by Amin. 

Akbar added that a week earlier, the family had decided to let five of its 
members leave for Punjab. From what he said, however, it was not quite clear 
whether this was only meant to be a pilgrimage to a holy grave beyond the 
mountains in India, or whether they were thinking of finding work there. 
Farmers from this area, in fact, often move over the mountains to the warmer 
regions of India in winter and take seasonal work there. Since the winter that 
preceded the dramatic events in this family had been particularly long and 
severe, perhaps creating a financial hardship, it is possible that this decision, 
communicated to us by Akbar, referred to a plan for the next winter. 

We had occasion later to know Akbar as a very sober, conscientious, serious- 
minded young man, who did not easily allow himself to be carried away into 
any excitement of mind, but rather laid the burden on his body in the form of 
various psychosomatic ailments. We therefore have reason to regard his 
version of the "victim scene" as the most reliable. The fact that there were so 
many different versions of it, some of which differed substantially, need not 
necessarily be seen as an effect of the mental disorders of the various 
reporters. The concept of truth is something very relative among the Kashmiri 


Muslims in general. What is considered "true" - and often even under oath to 
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Allah or the Holy Quran! - is usually simply what seems most favourable and 
advantageous in the current situation, quite unconcerned about whether 
agreements and promises made in such a context have even the slightest 
chance of actually being kept. 

As already indicated, the labelling of the already psychotic Gani as a 
"scapegoat" had probably come about through mutual agreement, or at least 
discussion, among the other family members. The psychotic contagion - for 
which, however, Amin had provided the material - had come from him, and 
after they had regained their senses and were ashamed of his excesses, the 
most natural way to redeem themselves was to banish the "evil" back onto 
him. 

That this "symbiotic psychosis" expressed itself precisely in an act of sacrifice 
and then demanded another sacrifice for its resolution, this time in the form of 
the "scapegoat" Gani, is again quite typical of Kashmir. One of the biggest 
holidays of the Muslims is "Id-ul-Zuha", the day when Isaac's sacrifice by 
Abraham (Genesis, 22:1-19) is remembered. On that occasion, it was God 
Himself who made the ram appear and accepted it as a substitutionary 
sacrifice, but only at the last moment, after testing Abraham to the utmost on 
his obedience. Among the Muslims, however, at least in Kashmir, it is quite 
common even today to avoid keeping one's promises or paying one's debts by 
simply offering a substitute of one's own choice. My observations of the sly and 
carefree way in which these people can shirk what is expected or owed of them 
opened my understanding to the importance of the biblical commandment: "To 
do well and right is better to the Lord than sacrifice" (Proverbs 21:3), or 
"Behold, obedience is better than sacrifice, and attention than the fat of rams." 
(I Samuel, 15, 22), or in the New Testament formulation, "I am well pleased 
with mercy and not with sacrifice." (Matth. 9, 13). 

Less educated Kashmiri, especially women, have a habit of emphasising the 
importance of sacrifice as a means of social cohesion by using the phrase 
"Balai lage", for example, when they want to make someone feel favourable or 
perhaps just to silence their noisy or troublesome children. It means, "I 


sacrifice myself for you." This expression, which was also often used towards 


168 


me in order to obtain some extraordinary achievement or special attention 
from me, seemed to me, however, to turn the actual situation completely 
upside down. In the context in which this magic formula was used in my 
presence, it was always quite clear that I was actually expected to "sacrifice" 
myself for the good of the person asking. However, if one thinks of the 
aggression-inhibiting "gestures of humility and pacification" that have been 
observed and described in animals by Konrad Lorenz (Lit. 15) and his students, 
one understands this strange expression better. In this way, a weaker partner 
in a fight can change the prospective winner's mind to magnanimity by 
demonstrative submissiveness, a "offering of oneself as a sacrifice”. 

A similar principle of substitution, in which one sacrifices something in order to 
secure an important gain or avert an impending loss, naturally also plays a role 
in many psychiatric symptoms: what a patient has to suffer can be regarded as 
a sacrifice with which he makes up for a debt to life, a falling short of his 
possibilities, which he is not willing or able to pay. The treatment methods of 
the Muslim healing artists, the "Pir" and "Faqir", partly play out on this level of 
substitution. Although many among them have very good insight into the real 
conflicts of their clients, they usually avoid bringing them to consciousness. 
They usually impose atonement and sacrifices on a very impersonal level, 
which, moreover, often fall more on the relatives than on the patients 
themselves. Instead of the symptom already serving as a "substitute" for the 
actual conflict, a final "substitute" lying outside the patient is to be created and 
thus the disturbed equilibrium restored.As already indicated, one of the 
motives for the "sacrifice" in our case may still have been the theme of the 
"millennium myth" or the "cargo cult", at least for Sundari, for whom the whole 
experience was tinged with maniform joy. Within cultures whose religions know 
a "Last Judgement" - as is also the case in Islam - or a periodic world renewal, 
it has happened time and again that in times of distress, in which one could 
neither actively rebel nor simply want to passively fall into despair, the myth 


suddenly took hold that the beginning of a "new" and naturally better world 
was imminent. From this, in a kind of mass psychosis, the conclusion was 


usually drawn that it was no longer worth working hard, that one no longer 
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needed one's possessions and that one should therefore sell or destroy all 
one's belongings in anticipation of the better things to come. In more recent 
times, such mass phenomena were sometimes observed in developing 
countries, where "salvation" was expected from the West in the form of 
enormous shiploads - hence the modern term "cargo-cult"! - of luxurious 
goods. In the early 1970s, a colleague in Calcutta (ref. 2) described a similar 
mass movement in response to the chaos and misery in that giant city, which 
led to almost universal work stoppages, street demonstrations and lavish 
spending, all in a "manifest" spirit of joyful expectation of a "better world". 
That some hopes of this kind were also at play in "our family" is, according to 
various statements, very likely. The very fact that a few weeks before the 
dramatic scene they had considered sending part of the family "over the 
mountains", perhaps to start "a new life" there, probably indicates that they 
had got into a critical situation in which finally only magical thinking could offer 
an acceptable way out. However, the optimistic expectation or even the 
experience of a "new world" only lasted with Sundari beyond the rash act of 
sacrifice, and even with her only for a short time. 

It now remains to briefly discuss some scientific aspects of this rare family 
psychosis. The authors who have dealt with "induced insanity" (see especially 
recently Ch. Scharfetter (Lit. 16), where the relevant literature can also be 
found) emphasise that such a psychic contagion only occurs between partners 
who live in close, symbiotic relationship with each other. Even then, however, 
the delusion can only be "induced" in the previously healthy partner by the 
originally psychotic patient if the former is himself a carrier of a genetic 
readiness for the same form of psychosis. 

In our case, both of these conditions are fulfilled: The affected siblings, 
together with their maternal uncle, formed an emotionally even more united 
group in the already close-knit family, in which it was even customary to tell 
each other's dreams. Obviously they had similar hereditary dispositions, 
presumably from their mother's side, i.e. the sister of the uncle who was also 
affected. This was indicated not only by the somewhat unusual colour of their 


eyes, but also by the fact that in the following five years Amin was admitted to 
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our hospital once with a typical endogenous depression and Sundari had to be 
hospitalised several times in periodic manic phases. In the case of the younger 
brother Akbar, who at that time had only been a minor participant in the 
"victim scene", recurring vague physical complaints were probably to be 
interpreted as somatisation of depressive tendencies, i.e€., aS one says 
nowadays, as "masked depression". By the way, we stayed in contact with him 
the longest, because he kept coming back to us to seek help for his complaints 
and the financial need of the family, which had become acute in the meantime. 
It has already been reported that Fatima also suffered from a manifest 
psychosis in her early youth and then again after the death of her first child. 
Unfortunately, we do not know exactly to what extent certain hereditary traits 
had been strengthened and accumulated in the family through inbreeding. As 
reported earlier, it is common among the Muslims to intermarry cousins and 
bases, even first cousins. This was probably also the case in this family. 
However, for lack of precise information, this aspect could not be taken into 
account in the "family tree" on p. 133. 

What does not agree with the literature available to me in our case is the fact 
that the non-induced psychotic phases of the four family members that we 
were able to observe were all quite clearly of an affective nature, i.e. belonged 
to the manic-depressive insanity. According to the scientific literature, however, 
it is psychoses of the schizophrenic type that can thus be transferred to close 
associates by induction. Could it perhaps be that in an illiterate extended 
family, in which there is also normally a very strong empathic bond? 

in which there is also normally a very strong empathic bond, it is not thoughts 
and ideas that are transmitted above all, but rather feelings and moods? That 
in such a milieu also, or perhaps even especially, forms of psychosis that 


concern feelings and moods more than thinking are suitable for being induced? 


Mad or enraptured? 


Right at the beginning I pointed out that various expressions in use in India for 


"mad" originally meant a divine inspiration or ecstatic "drunkenness" and are 
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still partly used in this sense today. The story of induced insanity in a Kashmiri 
peasant family presented in the previous chapter has already illustrated how 
much religious elements can play into a psychotic event. Where then is the line 
to be drawn between what one may legitimately call "mentally disturbed" and 
certain similar phenomena which, however, within a religious doctrine or 
community are regarded as exceptional states to be evaluated positively, i.e. 
as manifestations of a special closeness to God or even the "holy spirit"? In 
short, how can one distinguish between "crazy" and "raptured"? 

This is difficult to say, especially within a cultural sphere in which religious 
teachings and cult forms are very far removed from the degree of sobriety one 
is accustomed to finding in the West, at least in the northern regions. In 
German, one speaks so lightly of something, e.g. an illness, "occurring". If one 
wanted to translate this expression into English, one would probably use the 
expression "something is thrown into the foreground". Now we begin to 
understand: If something is to "occur" in the proper sense, it must stand out 
against a contrasting background! In this sense, psychiatric symptoms and 
forms of illness also have a certain relativity. Above all, however, the 
evaluation of all those behavioural deviations in which religious elements play a 
role depends very much on the background of generally accepted dogmas and 
cult forms on which they take place and on the basis of which presuppositions 
they are judged. 

Hinduism in particular is enormously rich in possibilities, some of them 
completely different, of approaching the eternal One and worshipping it in one 
of its manifold forms. Not even within a family can one always find a form of 
religious life that is binding for all. Everyone is free to choose and practise the 
teachings and rituals that suit him according to his age, temperament, spiritual 
maturity and perhaps according to the instructions of a "guru", i.e. a spiritual 
teacher. 

Islam is much more rigid in terms of dogma and religious duties. Especially in 
Kashmir, however, in addition to observing the general rules, i.e. above all the 
five times daily prayer and the observance of fasting, there is also the 


possibility for less educated people to be guided in an individual way by the 
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"wise elders", the "Pir", in the pursuit of a spiritual goal. The recommended 
exercises are similar in some respects to Hindu yoga practices. They also aim 
at an inward immersion, which, if possible, should be crowned by a mystical 
experience, i.e. a "rapture", e.g. in the form of "beholding the light". 

Apart from the usually quite level-headed, dignified "Pir", whose role, as 
already mentioned, is only inherited in certain families and who also do not 
usually resort to intoxicating drugs to induce a state of trance, there are, 
however, all kinds of other, less conventional saints and healers who are called 
"Faqir" or "Dervish". Among these, much more than among the traditional 
"Pir", one finds peculiar types who are on or even beyond the border of what 
one might still call "normal" in the clinical-psychiatric sense. I myself have 
experienced that obviously mentally ill people who hardly adhered to any rules 
of human coexistence were revered as "Saints" by their environment and asked 
for advice in all kinds of matters. 

For example, the stocky, rounded Ahmed had been staying in our hospital for 
years. He might have been 50-55 years old and still had relatives who often 
took him in for a while. His round pyknic face usually looked a bit stupidly 
bored or at least absent-minded. He could, however, on occasion, display quite 
lively facial expressions, ranging from radiant cheerfulness to frightened 
resentment and anger. He cared little for the hospital rules. He slept where he 
wanted, took food when and where it suited him, if possible right in the 
kitchen, even before it was completely ready. Now and then he allowed himself 
escapades into the neighbourhood, from which, however, he usually returned 
of his own accord after a short time. As a special feat, he often devoured 
everything that fell into his hands before our eyes, not only scraps of paper, 
but also nails. If he was anywhere near, one had to be very careful with 
dispensing the medicine, especially on Epileptic Day. Anmed could approach in 
a flash and, before you knew what was happening, he had snatched a handful 
of tablets, which then immediately disappeared into his big mouth. He also 
seemed to have an amazing tolerance for this. I experienced it only once that I 
was called because he could not be woken up from a long "sleep" at the wrong 


time, i.e. during the day. 
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He hardly bothered with the other patients, or then only in a very 
unpredictable way; on the other hand, he tried to play all kinds of tricks on the 
doctors and staff. If you found everything in a colourful, grotesque disorder in 
an office that had been left open when you returned, Ahmed had probably 
tampered with it. For some time I found the padlock on the door of my office 
clogged almost daily. At first it was just bits of paper stuck in the keyhole, but 
then I had to learn to remove pins from it with much greater difficulty. If you 
confronted him about such pranks, he would look at you with such a serious, 
penetrating gaze that you really felt compelled to think about what useful 
lesson he was trying to teach you in this way. 

Not only among many of our employees, but also among the neighbours, this 
peculiar man was considered a respected "Dervish". People came to him for 
advice in all kinds of life situations or occasionally borrowed him as a welcome 
guest and patron saint for festive occasions. As far as I could ascertain, on 
such occasions he merely muttered a few unintelligible sayings to himself with 
a solemn expression - what in psychiatric terminology would be called a "word 
salad". These, however, were highly valued by his admirers as meaningful 
oracles. 

It can be assumed that there are still many such strange "saints" in Kashmir, 
especially in the villages or on the country roads. The fact that Ahmed, who 
was actually quite amiable, ended up in the psychiatric clinic is probably 
connected with the fact that sometimes, when his often very absurd desires 
were not immediately satisfied, he became agitated and then, being physically 
strong, could do some damage. 

Now and then other similar characters were temporarily committed to us, 
mostly by the police. In these cases, too, it was not some unreasonable or 
even dangerous teachings they were spreading or their disorderly way of life 
that had given the police cause to intervene, but usually some scene in which 
they had let themselves be carried away to violence in anger and indignation 
or simply in holy zeal. 

There was, for example, the so-called "Slacks-Pir", a rather delicately built, 


small man with reddish hair and beard - the privilege of one who has made the 
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pilgrimage to Mecca. He always wore green robes, the colour of Islam. He had 
earned his name by the fact that his particular displeasure was with the 
modernisation of female dress. He preached chastity, exhorted young girls and 
women to continue wearing the "burqa", the all-covering "veil", and would get 
extremely upset when he saw an emancipated young lady in "slacks", i.e. 
male-style trousers. I got to know him as a very sensitive person who was 
seriously concerned about his eternal salvation. 

Whether one really wants to call such types "mentally ill" or merely fanatics 
depends largely on whether there are still circles or even small groups in the 
population who share the belief in the "reality" that is decisive for the "patient" 
and thus stamp it as a "Shared reality" - in English one would say "a shared 
belief". One has to be very careful with such assessments, especially as a 
foreigner. At the beginning of my psychiatric work in India, it occasionally 
happened to me that I wanted to immediately dismiss a patient's assertion, 
which seemed to me to be very unusual or even impossible, as a "delusion" 
and only later realised that he was definitely "in good company" in his 
environment. 

The fact that in India, even with very fantastic ideas and experiences, 
especially of a religious nature, one can still move in the irrational realm of a 
"common world" shared by others, is probably at least partly responsible for 
the fact that schizophrenics do not feel the need to keep their symptoms 
fearfully hidden. Thus one finds much less secrecy among them, but also less 
emotional closure and stupidity than one would expect in similar cases in the 
West. 

In religious terms, really significant and leading people we actually saw 
relatively rarely as patients, at least not as those who had to be hospitalised. 
Two very remarkable cases, both Muslim "Pir", which will be reported on in 
detail (Chapter 15), were not assigned to me as patients for treatment, but as 
prisoners on remand for assessment. At a time when the officially propagated 
secularism in public life is increasing more and more and people are turning to 
the material values seductively offered from the West, however, priests and 


"saints", both Hindus and Muslims, undoubtedly also often have their problems 


175 


and conflicts. Even if these lead to complaints, it should hardly be necessary to 
consult Western-trained psychiatrists for them. There are traditional healing 
methods - the Ayurvedic school for Hindus, Unani medicine for Muslims - from 
which one can seek help within one's own ideology. Moreover, I have the 
suspicion that it is precisely with such people, whose prestige is based on 
having highly developed or even supernatural spiritual powers, that any 
conflicts tend to manifest themselves in the form of psychosomatic phenomena 
rather than in spiritual disorders. In any case, among the Hindus I know who 
had the reputation of great sanctity, there were several diabetics. What we did 
see quite frequently over time, however, were the frustrated wives and 
rebellious children of religious leaders who became overly devoted to their high 
task and forgot about the needs of their own loved ones. 

But what about the students of these often fanatical religious teachers? The 
story of the "sacrifice" (chapter 12) has already shown us that aberrations can 
occur in the course of such "teaching". Incidentally, this is a question that may 
be of particular interest in the West, where even then many a young person 
with quite litthe discernment and often great immaturity embarked on an 
Eastern path of spiritual development and could occasionally fall into the hands 
of a "guru" who did not know how to guide him with the necessary wisdom and 
care. 

The dangers of taking up yoga, meditation and similar spiritual disciplines 
prematurely, i.e. without the necessary maturity and without the guidance of a 
proven teacher, were pointed out not only by the ancient Indian scriptures, but 
also by Western mystics, and in more recent times not only by spiritual* 
teachers themselves, but also by scientific researchers. 

One of the most radical representatives of the view that spiritual disorders can 
be the result of a premature stimulation of spiritual powers, or are even almost 
without exception, is Pandit Gopi Krishna*, a Kashmiri Hindu, whose writings 
are also widely distributed in the West, partly translated into German. (Lit. 4 
and 5) He is a representative of the so-called "Kundalini doctrine", which says 
that in every human being, similar to a snake coiled up inside itself (hence 


"Kundalini", which actually means "ball", "something coiled up"), spiritual 
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powers slumber at the lowest end of the spinal canal. Through suitable 
exercises, in special cases also spontaneously, they can be stimulated to 
ascend through the seven finest material energy centres in the body, the so- 
called "chakras". A transformation of the person concerned then takes place, 
not only in mental and spiritual terms, but also in relation to certain physical 
functions. According to ancient scriptures, this is the path to ecstatic-mystical 
experience, possibly to the acquisition of supernatural powers, but also to 
union with the original and ultimate, highest "One". 

Pandit Gopi Krishna, however, expresses himself more cautiously and soberly 
in this regard: For him, the ascent of these forces is destined to activate 
potentials latently lying ready in the brain even of ordinary mortals, and thus 
to promote the human being who has matured for this purpose to a higher, 
more comprehensive level of consciousness, i.e. to the level of development of 
the future. In view of the critical, almost hopeless situation of today's world, it 
was an urgent concern of his to promote the knowledge of these hidden forces 
and the technology to activate them, as he saw in this the only possibility to 
save humanity from a tremendous catastrophe. In his first book (ref. 3), he 
describes how he himself suffered for years from severe disturbances of his 
physical and mental well-being (which psychiatrically would best be described 
as phases of a manic-depressive illness), until he finally realised what was at 
stake and succeeded in making a breakthrough to previously unimagined 
abilities and insights. 

I met this important but controversial man in Kashmir. Of course, there were 
often discussions when I was with him, especially about the psychiatric 
questions he had raised through his teachings. I myself had engaged in yoga 
exercises under the care of a trusted Kashmiri "guru". My personal experience 
led me to suspect that the physical and mental phenomena that often occur 
quite unexpectedly and are sometimes quite palpable could be quite alarming 
for an insufficiently advised and supervised adept or even an uninitiated loner, 
and could possibly lead to anxiety, mental confusion or psychosomatic 
disorders. However, I had my great doubts about the overly apodictic way in 


which Pandit Gopi Krishna wanted to relate all psychiatric disorders, so to 
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speak, to such misguided or premature attempts to stimulate spiritual forces to 
ascend. Nevertheless, I began to investigate among my patients whether 
certain suspicious symptoms might occasionally be connected with spiritual 
exercises. 

It seemed to me that one should examine such a connection - if one wanted to 
assume it at all - in two directions: Firstly, it could indeed be the case, as 
Pandit Gopi Krishna claims, that a premature and careless activation of the 
powers dormant in the "Kundalini" in a body and especially brain that is still 
immature for it leads to disorder, even downright "poisoning". On the other 
hand, however, I argued as follows: If such effective potentials are indeed 
latently present in every human being, it is essential to ensure that they are 
tightly shielded and that the organism is well protected against their premature 
stimulation or even their outbreak. Such protective devices then probably 
consist, on the one hand, in various sheltering relationships and facilities in the 
human environment which ensure that a young person does not come into 
contact too early and too directly with certain ultimate truths and shattering 
experiences; on the other hand, however, there are probably biological "filters" 
which prevent such forces and substances from flowing prematurely into the 
organism within the body. 

But what happens if this protective system is damaged by physical or mental 
illness or by serious events in the environment? Then a mental illness could not 
only be the consequence of a premature breaking through of such forces, but 
on the contrary could also give rise to it in its turn. One can easily imagine that 
under certain circumstances a mutual reinforcement of these two possibilities, 
i.e. an actual "vicious circle", may come about. Another situation can be 
imagined as an intermediate station in this vicious circle: a person can come 
into conflict with his environment and his previous role and function within it 
through the effect of the spiritual development triggered in one way or another 
and thus fall victim to even more fear and confusion. If one suspects a 
connection between psychiatric disorders and the awakening of spiritual forces 
in a Clinical case, it will usually be very difficult, if not impossible, to determine 


exactly which may have been the primary triggering factor. 
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I took the trouble to write a detailed paper, taking into account 14 case 
histories that I was finally able to collect. In the present context, it would go 
too far to report on this in detail. I would only like to briefly characterise the 
collected material and then cite one case history to illustrate each of the 
possibilities I have just outlined. Quite apart from this special significance, 
these should also add some colour to the mosaic of what has already been 
presented and promote understanding of the problems of our patients. 

From my material I could conclude that the probability of finding such cases in 
the patient file of a psychiatric outpatient clinic may be at best 1:100, at worst 
about 1:400. 

In terms of demographic characteristics, such as age, marital status, 
educational background, occupation, etc., the cases I have described are very 
diverse. The age of the patients at the time of the first consultation ranges 
from 16 to 53 years. Only two of the 14 patients are female. The majority of 
them lived in the city itself. In contrast to the distribution in the population and 
also in our patient population, where the Muslims are around 85%, the 
majority of these cases come from Hindu families and only 5 of them are 
Muslims. In terms of education, one finds all levels from illiterate to academic. 
As far as the status of the patients concerned among their siblings is 
concerned, there is a clear predominance of eldest children, especially eldest 
sons. Half of the patients were married, of the others one was widowed, one 
separated and five unmarried. As for the psychiatric diagnosis, which was not 
always easy to specify, half of the patients had neurotic or reactive disorders, 
while in the other half psychotic states had been observed, at least 
temporarily.The decisive factor for the classification in this series was, on the 
one hand, that the complaints for which the patient consulted us or which he 
disclosed in the course of the examination were phenomena known to occur in 
the "rising of the Kundalini". On the other hand, a psychiatric syndrome had to 
have developed in close temporal relation to the engagement in spiritual 
exercises or some other kind of impressive experience of a spiritual nature. In 
certain cases, both of these criteria were fulfilled. 


The following case may serve as an example of a person in whom one may 
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assume that an all too early and unsupervised engagement in yoga exercises 
was the primary cause of a mental disorder: 

A 25-year-old unmarried man, the youngest of three sons of an educated 
Kashmiri Brahmin family who had settled in another part of India, came to see 
me of his own accord while he was on holiday in Srinagar. He was delicately 
built and looked somewhat anxious. He described his complaints as follows: 
Sadness, lack of concentration and interest at work, suicidal thoughts, all 
present with certain free intervals for the last two years, but markedly 
increased in the last three months. He had already undergone psychiatric 
treatment in the distant city where he worked as a bank clerk, but without 
suCCeSsS. 

When I asked him about his sleep during the in-depth exploration, he gave 
information that immediately led me to suspect that he was involved in a 
spiritual development. He reported that shortly before falling asleep he "heard 
voices" and "felt a tremendous weight on his head". The "voices", which he 
experienced as coming from within himself, and which therefore did not have 
the character of actual hallucinations, sounded "like the ringing of a bell". He 
also described an "electric current" which rose to the top of his head and then 
caused the aforementioned feeling of an enormous weight in his head, "as if 
something might burst apart soon". Lately he had also had a feeling as if 
"circles" or "rings" were closing around his head, more so on the right side. 
When I inquired whether he had undertaken any spiritual exercises, I heard 
the following story: The young man had started meditating and controlling his 
breath on his own, without a "guru", just on the basis of what he had read in 
books. Initially, he felt refreshed and invigorated. After some time, however, 
the unpleasant phenomena just described appeared - which, under good 
guidance, need not have been disturbing or even threatening at all! As a 
result, he then abandoned his exercises. 

Although at first glance this seems to be a fairly clear example of the 
unfavourable consequences of unsupervised yoga practice, one can surmise 
that by the time the young man consulted me, a "vicious circle" had already 


begun: he himself blamed a transfer in his job for the aggravation he had felt 
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over the last three months. For the first time, he had to live far away from his 
parents’ house in a hostel. This new situation plunged him, who had hitherto 
been the spoilt youngest at home, into such depression that he once 
attempted suicide. 

Presumably this new, unfamiliar situation had removed additional protective 
shells that would have been necessary to prevent this sensitive young person 
from experiencing the rise of the forces he had stimulated through his 
unsupervised exercises as disturbing and threatening. Furthermore, the 
possibility I mentioned as a third one also played a role: the resulting absent- 
mindedness and lack of concentration prevented him from attending a training 
course for a higher post in the bank; indeed, he had even turned down a 
promotion offered to him because he did not feel up to the increased 
responsibility. This failure naturally undermined his self-confidence and caused 
feelings of guilt. 

I was able to see the patient, who had only contacted me during a short 
holiday period, only once. However, he wrote to me several times afterwards. 
My understanding and advice had obviously helped him and he succeeded in 
finding his mental balance again. 

A connection in the opposite direction, i.e. a permeability of the protective 
devices that normally shield the "Kundalini forces" under the influence of a 
primary mental illness, may be assumed in the following case: 

The story of this 42-year-old illiterate Muslim farmer from a remote village had 
already aroused in me the suspicion in 1971, i.e. before I had met Pandit Gopi 
Krishna, that one could perhaps find signs in psychiatric patients of a 
connection between the unfolding of spiritual powers on the one hand and a 
mental disorder on the other. The man, let us call him Shabir, whose fine-cut, 
sensitive face contrasted strangely with his unclean and shabby clothes and his 
untidy stubble, was brought to us by two relatives. They reported that he was 
behaving strangely in a way that was no longer bearable. 

He was able to give information himself, albeit in an irritable, grumpy tone and 
interrupted from time to time by deep sighs. He admitted that in the last nine 


months he had often been overwhelmed by attacks of aggressiveness. To avoid 
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these, he had often wandered around at night singing and sighing. He 
described his mood as irritable and depressed. At times he even thought of 
suicide and occasionally he would bang his head against a wall. He mentioned 
that he had suffered from similar conditions at times during the last 20-30 
years, i.e. since his youth, and that he had already been treated with electric 
shock at our hospital eight years ago. 

When I asked about his family history, I received the following information: 
Shabir's father had died suddenly of heart failure 6-7 years ago. His mother 
was still alive. He himself was the second of five siblings - 2 sisters, 2 brothers, 
both younger than him. His wife, with whom he had a good relationship, had 
died 5 years ago. Of the 4 children, only a seven-year-old boy was still alive. 
He blamed the loss of his wife and three children, all within the last few years, 
for his current mental disorders. Somehow this man did not fit the usual type 
of a farmer of his age group. He had probably ventured or perhaps been thrust 
into an individual development in which he then got halfway stuck. What I 
learned from him I would like to reproduce as verbatim as possible according 
to my notes: 

When I ask him what his thoughts are, he first mentions his suicidal ideas. 
Then I ask, as I had already made a habit of doing at that time, about his 
religious practices. He replies that he had given up regular prayer because of 
his illness. He spontaneously added that he had not experienced much 
happiness in his life, since his wife and three children had died. When I ask 
him about the "bad dreams" he mentioned at the beginning of the 
conversation, he explains that they also occur during the day, so they are 
probably "hallucinations" or "visions". 

Going back to the time when his illness began, i.e. probably in his early youth, 
he then tells me about an experience which on the one hand was very 
frightening, but on the other hand so fascinating that he can still remember it 
exactly many years later. In his simple language he describes that at that time 
the sun came down from the sky, entered through his mouth and then came 
out again through his throat. He reported this to a "Pir" but apparently could 


not get any effective help or reassuring explanation from him. Although he 
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resisted marriage at that young age on the grounds that his health was not 
strong enough, he had to submit to being married off by his parents. He was 
never particularly sexually capable, but still managed to father children. 

Then he recounts another "dream", or rather a "pseudo-hallucination" or 
"vision", in which he saw a female figure dressed in white robes like those of a 
man and riding a horse. At this point he refuses to talk further, having already 
hesitated a number of times. He only hints that I could guess for myself what it 
was. I then ask him if he hears strange voices here and there. He says "yes", 
but again refuses to be more specific. It seems as if my interest and willing 
understanding had given him the impression that I could know or guess 
everything anyway, even without any telling on his part. 

Since I now want to find out whether he suffers from the feelings of passivity 
and powerlessness typical of schizophrenic patients, and at the same time try 
to offer him my understanding of his experiences, I ask: "Is it perhaps that you 
feel "Weak", no longer master of yourself, no longer able to freely dispose of 
things and keep your distance from them?" To this he replies "yes" and adds 
that indeed the world has become dangerous for him. On my further enquiry, 
he explains that certain "voices" were calling him to get out of bed at night and 
calling him "a cattle". He admitted that he had lost the certainty of exercising 
any control over things. In psychological terminology, one could state [17] that 
he had lost awareness of his ego strength and ego activity. 

"What is the present state of the sun?", I now ask. "The sun is no longer 
dangerous," he answers. He can even look at it or even stare at it for 10 - 15 
minutes without interruption, but only in the early morning or evening. That 
gives him strength, he says. "Does the sun talk to you?" I now want to know. 
He answers in the negative. I ask him to make a drawing of the sun as he had 
seen it years ago during that shattering experience. He draws some concentric 
circles from which rays emanate, but only from one sector "What about the 
moon, then?" I now ask, knowing full well that the symbolism of the moon is 
much more important to a Muslim than the sun. At first he claims that the 
moon does not bother him, but immediately adds that instead of the moon he 


saw that white woman on the horse. "Did that threaten or frighten you?" is my 
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next question. "She was beautiful," he says thoughtfully, "but sometimes she 
was cut into pieces and then she became whole again." 

Now the patient pulls out of his pocket a piece of paper on which, surrounded 
by some Arabic characters, is the image of a red umbrella. As far as I can see, 
it is probably one of the party symbols on a propaganda sheet, or even a ballot 
paper for the parliamentary elections that took place recently. When he shows 
me this picture, he says in a meaningful tone that I will probably know what it 
means. "Does it mean," I try to guess, "that you need protection and shelter, 
security?" - "Yes," is the answer. 

During the two weeks Shabir spent in our hospital, he proved to be a leading 
figure among his fellow patients, who all seemed to respect him for his dignity 
and wisdom. Although he behaved perfectly normally during the day, he stayed 
awake most nights, wailing loudly and often expressing his sadness and 
despair in quite lyrical ways. 

I called him in for further conversations and also called in an interpreter as 
often as possible so as not to miss any of the occasional Kashmiri expressions 
with which his Urdu was mixed. Once he mentioned that of the four pillars of 
his heart, three were broken. By this he meant the three children who had 
died. 

He continued to carry around with fondness in his pocket some scraps of paper, 
which were obviously very precious to him. After some time, however, he had 
either lost the picture of the umbrella or given it away. It may be significant 
that he now carried, instead of it, a leaflet of a "psychopharmaceutical", i.e. a 
reference to a quite different, very modern kind of shielding! Nevertheless, he 
was very happy when I drew a new umbrella for him. 

When he wished to leave the hospital after two weeks, as he felt sufficiently 
strengthened and recovered, I offered to let him choose a picture from my 
Swiss landscape calendar. He chose a small mountain village where a church 
tower stood out from the tightly packed cluster of stone-weighted shingle 
roofs. He explained that it was good to have a church, a mosque or a temple, 
otherwise people might forget God. On the other hand, it was also necessary 


to have something that "stood in between", as it was dangerous to approach 
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God too directly and too completely. 

It is remarkable that not only another patient, also a Muslim, later gave me 
very similar information about a vision of the sun and the moon which he 
experienced as very numinous, but that I found an account of an amazingly 
similar experience of a young Swiss factory worker in one of the publications of 
the Swiss psychiatrist and psychotherapist Medard Boss (Lit. 1). All three 
patients emphasised that this experience, although frightening, had been of 
tremendously positive, strength-giving significance for them, something to be 
kept as a secret treasure throughout life. For all of them it meant a contact 
with an ultimate reality, with a "supreme power from which all life energy and 
growth emerges, but which can also at the same time scorch and destroy 
everything", as the young Swiss patient expressed himself a little more 
eloquently than my illiterate Kashmiri. For all three patients, it would probably 
have been wrong to dismiss this experience simply as an "ordinary 
hallucination"; it was for them, to use the words of the young Swiss again, 
"something that is always there in everyday life, but which nevertheless does 
not relate to any particular individual situation", or as the second Kashmiri 
patient put it, "something great that man cannot otherwise see", something 
that makes one feel "that there are other things beyond this world". For all 
three patients, this experience brought an influx of a previously undreamed-of 
power. However, this proved to be threatening because one could not "hold" it 
and because it drew one's attention away from this everyday world to the 
eternal, so that one could then no longer feel at home either here or there. 
One last story - one can hardly call it a "sick story"! - is intended to illustrate 
how an aspirant on the path to spiritual enlightenment can come into conflict 
with the demands of daily life even when his own unfolding is actually 
progressing quite harmoniously and in a harmless way. At the same time, this 
report may once again show how cosy things can occasionally still be in 
Kashmir, even in dealings with the authorities and government regulations. 

As I was sitting in the hospital garden one summer morning, holding the 
polyclinic session outside as usual, an elderly Kashmiri pundit kept trying with 


great persistence to push a piece of paper under my eyes. After I had told him 
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a few times to wait his turn, I finally took a look at the document. It was an 
order from the State Medical Examination Commission, according to which the 
person concerned had to report to me for an assessment of whether he met 
the conditions for early retirement from government service. I explained to 
him that this was a matter to which I would have to devote more time than 
was now possible in the general rush. He should therefore be patient and wait 
until I had settled the most urgent cases. 

As I then continued with my work, now no longer disturbed by the grey-haired 
pundit, I happened to see a "sadhu", i.e. a Hindu "holy man", in a corner of the 
lawn. Clad in the usual ochre robes, with a necklace of sacred plant seeds 
around his neck, bearded and with somewhat tangled hair, he was sitting very 
quietly with his legs crossed, spreading an atmosphere of peace and relaxation 
all around him. As there were several temples and pilgrim hostels in the 
vicinity of our hospital, and thus wandering monks often ventured into our 
garden, I did not attach any particular importance to the presence of this 
"sadhu". 

I was all the more surprised to find that it was he who approached me with the 
document of the commission of enquiry when I finally asked the old pundit to 
come to me. "But you are not a patient!" I exclaimed in amazement. With a 
serene smile that added to the aura of peace and spiritual harmony, he said, 
"If you want to call me a patient, I won't hold it against you. What difference 
does it make?" At first, it apparently still cost him some effort to speak fluently, 
as if he had perhaps taken a vow not to indulge in useless talk, that is, what 
the ancient Indian scriptures call "viglapana", i.e. a mere "wagging of the 
tongue". Then, however, in an act of willful determination, he pulled himself 
together to deal with the situation before him, and thereupon his statements 
became quite clear and matter-of-fact.He himself had no complaints to 
complain of. His father, however, the very old pundit who had so pestered me 
with his desire, mentioned that his son hardly ever talked and often just 
strolled around. He had been religiously minded since early childhood. A 
"sadhu" had prophesied to the parents that this, their only son, was a very 


special child. Later, at about the age of 20, when he had finished secondary 
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school and joined the police force, he had himself introduced to yoga exercises 
by a Bengali "guru", as he now reported. Although he very modestly stated 
that he had not yet reached full enlightenment, one could feel from his 
charisma that a real spiritual unfolding had taken place in him. 

But what was it then that led him to a psychiatrist? He explained that, as the 
only son and supporter of his elderly parents - he had only one younger sister 
- he had to take up professional work despite his inclination towards a purely 
spiritual life. For several years he had managed to fulfil his duties in the police 
service satisfactorily, even though he spent as much time as possible in 
temples and other holy places. A policeman who happened to be at the 
hospital that morning confirmed to me that our Explorand was a very 
conscientious man who was held in high esteem by everyone among his 
comrades and superiors. During the last two years, however, the "sadhu" 
continued, he had given up earthly concerns more and more, and now, at the 
age of 33, he felt that he could not continue in his worldly post without 
seriously jeopardising the spiritual transformation that was taking place in him. 
On the other hand, as a dutiful son, he had to care for his ageing parents. The 
only way out, he said, was to allow him to retire early and receive a small 
pension, in view of his 15 years of faithful service. 

Fortunately, the "Service Rules", which I now consulted, merely stated that a 
government employee who was no longer capable of performing his duties 
could be granted early retirement on the recommendation of the Commission 
of Inquiry, provided that the following conditions were met: The inability to 
continue in service could not be "self-inflicted" by immoral habits; there could 
be no hope of restoring the person concerned to fitness for work; furthermore, 
there could be no other post open which he was still capable of holding. What 
was not mentioned in this rule was that this "incapacity" had to be caused by 
illness.Obviously, the "sadhu" sitting in front of me, with his clearly noticeable 
"aura" of calm and contentment, was no longer capable of performing his 
police duties. Moreover, it would have been wrong to call his "inability" to 
devote himself to his duties "self-inflicted", since this particular development, 


as something irresistible, fateful, had already begun in early childhood. If he 
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wanted to continue on this path, there was no prospect that he would ever 
again be able to submit to worldly duties. Moreover, in a secular state it was 
hardly possible to offer him another, more suitable post, e.g. as a temple 
servant. All the prescribed conditions for granting early retirement were thus in 
place. As far as I know, on my recommendation, the Commission of Inquiry 


decided with relief and pleasure to grant the man his pension. 


In most of the cases observed, the psychiatrist's interest and understanding of 
the role played by spiritual exercises and aspirations seemed to have a 
beneficial effect on the patients. It was possible not only to help some of them 
through one or more phases of mental illness with a minimum of medication, 
but also to give explanations and advice regarding alarming and sometimes 
confusing phenomena that had arisen in the course of the exercises 
undertaken. 

Since only a few of the patients were under my follow-up for long periods of 
time, and since during an acute disorder concern for the patient's unstable 
psychological equilibrium and his limited capacity for understanding is more 
important than scientific curiosity, many interesting aspects naturally had to 
remain unexplored. 

The harvest of observations and interpretations could perhaps be richer and 
more convincing if one were to undertake a study from the other end, so to 
speak, if one were to follow a group of people who have ventured into yoga or 
meditation exercises to see how many of them go astray and fall prey to 
mental disorders in the course of their spiritual development. In doing so, 
however, one would first have to examine for how many of them the decision 
to follow this path was already motivated by an inadequate adjustment to life 
and pathological ideas and expectations. 

It may also be worth mentioning that the patients whose medical histories I 
have collected myself all come from an area which at that time had still very 
little fallen victim to urbanisation and industrialisation, and in which a religious 
tradition still meant a reality to be taken seriously, both among the Hindus and 


among the Muslims. If even a premature striving for the development of 
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spiritual powers can fail in people who live in such a situation of security and 
support, how much greater must be the risks when young people in the West, 
whose development until then has followed a completely different direction, set 
out on such a path of salvation, especially, of course, when the "gates of 
perception" are to be opened by force with the help of drugs! Such stranded 
people, who occasionally came to our hospital, will be reported on in a later 


chapter. 


Our neighbours in prison 


Let us now try to make a further distinction between the_ psychiatric 
phenomena presented by our patients and the field of criminality. This question 
of whether someone is "bad or mad", i.e. deliberately "evil" or merely gone 
astray through mental confusion, is again not always clear-cut. I had plenty of 
opportunity to make observations about this, since the prison was located in 
our immediate neighbourhood and my help was often sought there. It was 
either a matter of giving the prison doctor instructions for the treatment of 
mental disorders that had occurred in prisoners during their pre-trial detention 
or prison term, or of carrying out assessments of doubtful cases for the judicial 
authorities. 

Of course, this activity was nothing new to me. During my training in 
Switzerland, I had already worked for some time as a representative of a 
prison doctor; in addition, I had dealt quite intensively with judicial reports, 
and had even served for some years as a member of the juvenile court in my 
home town. When I came to India, I was immediately assigned to teach 
psychiatry in Lucknow, the capital of Uttar Pradesh, at the local training centre 
for prison staff. At the same time, I was in close contact with a group of 
officials and lecturers who were eager to reform the prison system and 
especially the penal system for juveniles. Later on, I often had the opportunity 
to visit Indian prisons and to examine and treat some of their inmates here 
and there. In Kashmir, I then found confirmed what I had already noticed at 


that time: the contrast that exists in India between the commendable 
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progressiveness of the prison system on the one hand and the sluggishness, 
slowness and quite inhuman backwardness of the judicial system on the other. 
Did this have anything to do with the fact that during the time of the freedom 
struggle, many important personalities, including the later leaders of the 
liberated nation, had ample opportunity as political prisoners to breathe prison 
air themselves? This may well have aroused interest in reforms in this area, 
especially among those people who, by virtue of their high offices, were later 
able to put their ideas into practice. 

However, what is the use of relatively good hygienic facilities, reasonable 
employment opportunities, even efficient human commitment in a prison, if the 
investigation period preceding the punishment, by its unbearable length and 
uncertainty, by all the inadequacies and often even cruelties of the 
investigation methods, all the intrigues, distortions, bribes, which may finally 
determine a verdict, has already worn down and embittered a person to such 
an extent that he no longer likes to open himself even to good influences? 
Above all, what is the use of wanting to reform the penal system according to 
the motto "rehabilitative education, not punishment!" when in many cases 
there is hardly any guarantee that a convict has really been justly sentenced 
and is thus in need of correction? And is it not embarrassing to ask a 
psychiatrist - as happened to me in Srinagar - to "help" a convict who has 
been sentenced to death? If he had been helped by a psychiatrist, a death 
sentence would never have been appropriate! 

Whenever I had to deal with Indian courts myself, I could not help feeling that 
the focus was on mere formalities. Legal subtleties, skilful manoeuvres to 
postpone or avoid responsible decisions played a far greater role than the 
honest endeavour to clarify the true circumstances to the best of one's ability, 
not only with regard to the facts, but also with regard to the motives, attitude 
and personality of the accused, and thus to really "dispense justice". The art, 
so to speak, was to prove that nothing could really be proven. It should be 
added, however, that the accused and witnesses also contribute to these 
unfortunate circumstances through their untruthfulness and corruptibility. After 


a visit to a prison, people often wanted to hear from me about my impressions. 
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After I had expressed my satisfaction about the mostly relatively good 
facilities, I then usually stated - once again in an English phrase that can 
hardly be accurately translated into German: "Your inmates may be criminals, 
but they do not look like crooks!", i.e. roughly: "Your prison inmates may have 
done something wrong, but they do not look like cunning, truly depraved 
criminals." 

Of course, in every jail, including Srinagar, one met the usual quota of small 
and big-time rogues and other anti-social elements: Petty thieves, burglars, 
cheats, embezzlers, pimps and others. Those, however, who had been 
convicted of crimes against life and limb rarely looked like nefarious, 
degenerate murderers who stalk their victims with malicious intent and 
cunning calculation. Especially in the countryside, i.e. in Kashmir as well, such 
crimes usually occurred only under the influence of strong emotions, i.e. in the 
heat of the moment. A dispute about the boundary line of a piece of land, 
about a harvest theft, about the unauthorised grazing of livestock, perhaps an 
insult that offends honour - and the easily inflamed Kashmiri temper flares up. 
If one of the participants happens to have a sharp or heavy tool at hand, e.g. a 
knife, a sickle, an axe or a hammer, or even just the aforementioned "kangri", 
the opponent is finished before anyone comes to their senses. 

At the beginning I wondered why in such cases often several suspects, 
sometimes even a whole group of members of the same family, were kept in 
custody for a long time. The reason for this was as follows: Sometimes several 
people were involved in such a scuffle right from the start, so that it was 
hardly possible to determine who had struck the decisive fatal or seriously 
injuring blow. However, it could also happen that only one perpetrator had 
been at work, and without witnesses. On the basis of the situation at the scene 
of the crime and knowledge of the relations in the neighbourhood, it was 
usually possible to find out in which family the culprit was probably to be 
found. Within this family, however, the interrogation was so close that it was 
almost impossible to find out who had committed the violent act in question. If 
the testimonies of the witnesses, which were brought to light during lengthy 


investigations, gradually converged on a certain person, it was far from certain 


191 


that this person was the real perpetrator. It seems that within a family, it is 
merely agreed upon who is most likely to be spared at home as the "victim" 
who has to be offered. The judicial authorities, however, rely mainly on 
circumstantial evidence and accompanying circumstances, and take little 
account of the motives and personality of the perpetrator. 

It can even happen that mental abnormalities that already existed in an 
accused at the time of the crime are simply overlooked. Among the prison 
inmates whose treatment I had to supervise in Srinagar, I found, for example, 
a young epileptic, already largely stupefied, who - presumably in a state 
impaired by his illness - had beaten his mother to death, and a chronic 
schizophrenic who had obviously killed his wife under the influence of 
delusions. 

There is, of course, the possibility of judging a perpetrator who appears grossly 
mentally ill from the outset to be insane or even already incapable of rationally 
arguing his case in a court hearing. Then, if he is judged to be permanently 
dangerous to the community, he can be taken care of without further hearings. 
Fortunately, however, such cases were rarely housed in our hospital. The prison 
had more space and offered greater security. I much preferred to visit 
"mentally ill criminals" in prison than to have to supervise "criminally insane" in 
hospital. The security measures that were unavoidable in the latter case would 
have thoroughly spoiled the relative freedom of the atmosphere in the hospital. 
On the whole, the atmosphere in the prison, where potential troublemakers 
could of course be temporarily isolated in maximum security, was quite cosy. If 
it wasn't the first examination of a newly assigned case or an assessment, I 
usually paid my visits in the hospital barracks, but now and then also outside 
between the various buildings. Usually a whole group of convicts would gather 
around the table, as this was a welcome change and especially for many a rare 
opportunity to see a female after a long time. As already mentioned, the 
Kashmiri do not attach much importance to privacy, so the respective patients 
did not object to the psychiatric round being turned into a_ social 
occasion.Among the prison doctor's and nurses' assistants, one in particular 


caught my eye with his quiet, unassuming nature and gentle, friendly way of 
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dealing with his charges. However, you could tell from his clothes, which were 
not very elegantly tailored from a coarse cotton fabric hand-woven in the 
prison, that he himself was a prisoner. How could this young man, who 
obviously enjoyed the general respect and affection not only of his fellow 
prisoners but also of the prison staff, possibly have deserved a prison 
sentence? It was with incredulous astonishment that I finally heard that this 
Abdul Majid had allegedly been involved in a murder at a very young age, 
when he was still at school, and was now serving a life sentence. Now in his 
second half of his twenties, he had already been in prison for eleven years. 
Because he was holding up so well and was so skilful and reliable, he had been 
called in as a medical orderly and had also been allowed to acquire his school- 
leaving certificate through private study. From the reports of the guards I could 
gather that they doubted the correctness of the verdict. 

Every year on India's Independence Day, the Chief Minister of Jammu and 
Kashmir had the right to pardon a prisoner on the recommendation of the 
prison and judicial authorities. Abdul Majid was also to be recommended for 
this. I was asked to examine him thoroughly psychiatrically and to submit a 
report in support of the pardon application. So I got the opportunity to get to 
know this exemplary convict better and to hear his story from him. 

He claimed to have grown up as the eldest son of a respectable peasant family 
in a small village about 30 km from Srinagar. While attending secondary school 
in the city, he stayed with acquaintances there, together with another 
pensioner. The latter was, in contrast to Majid, who even then was considered 
a gentle, sincere boy, extremely ambitious and ruthless. He was angry with 
Majid because the young daughter of her hosts looked with kind eyes at the 
latter and rejected him, the impetuous suitor for her favour. He resented 
another, somewhat younger classmate, who was also close friends with Majid, 
for having carried off better marks in the school examinations and thus 
depriving him of the hoped-for first place. Enough reason, then, to devise a 
diabolical plan against these two obstructive rivals.Majid did have fears for his 
younger comrade and tried to protect him and never leave him alone with his 


adversary. One day, however, he had to go to his village to collect his ration of 
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discounted food. The entry in his ration card later figured as important 
evidence in his attempt to justify his absence on that fatal day; apparently 
without success, however, or on the contrary, arousing suspicion that he had 
thus deliberately provided himself with an alibi. Although he had warned his 
young friend, the latter allowed himself to be seduced by the revenge-seeking 
comrade into letting him teach him the art of riding a bicycle. Under this 
pretext, the youthful villain then took the boy out onto a lonely road, where he 
pushed him into a ditch and killed him in cold blood. 

Only when he returned from the village did Majid learn that something had 
happened to his friend. Soon both he and the real culprit were arrested. The 
latter spun his web of lies so skilfully, and probably also knew how to win over 
influential people, that the sincere Majid, with his truthful version of events, 
could not stand up to it. Witness statements spoke against him, which he 
himself also admitted faithfully. Once, when he saw himself outclassed by his 
young friend's good school performance, he had exclaimed in a mixture of 
anger and jest: "We're going to kill him! 

The astonishing thing is that the deeply religious Majid managed to refrain 
from any bitterness in this situation and simply accepted his cruel fate as a test 
ordained by God. His adversary was temporarily housed in the same prison 
and now openly admitted that he had deliberately brought his former friend to 
misfortune by his lies; even he was not angry with him. 

My investigation, with the help of psychological tests, gave no indication of a 
criminal or perverted mind, not even of a lack of control over feelings and 
urges. Even if Majid at the time, at the age of 16-17, had actually participated 
in such an atrocious act in his youthful immaturity, which according to my 
findings was extremely unlikely, he had in any case undergone a remarkable 
process of maturation in the meantime, he had grown up to be a thoroughly 
level-headed, reliable and deeply concerned about others. I could therefore 
recommend the pardon with full conviction. I was pleased to learn in due 
course that it was indeed he who was given his freedom on National Day that 
year. 


However, when Majid came to me to thank me for my help, he looked rather 
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disappointed and worried. He was a free man now, he explained to me; but he 
now felt trapped in a new predicament. No one wanted to hire a former 
convict. He was supposed to prove to his family that he, as the eldest son, 
could contribute something to their welfare, especially to the education of his 
numerous younger siblings, but he found no opportunity to prove himself. As I 
knew his good qualities, I immediately offered him a holiday replacement as an 
assistant nurse in our hospital. However, no sooner had he set to work joyfully 
than I learnt that a person convicted of a criminal offence may under no 
circumstances be employed in the civil service, not even on a temporary basis. 
After the first annoying disappointment, I found a way out: I had undertaken 
at that time to compile an alphabetical index of patients, arranged by place of 
residence. No government funds were available for this. Since the project was 
supposed to contribute to a better follow-up of our patients and I was able to 
help one unemployed young person at a time with a short-term job, I took the 
liberty of using money donated by Swiss friends. This was my private matter 
and no one could tell me who to choose. So this task was entrusted to Majid, 
and he devoted himself to it over the next few weeks with the greatest care 
and conscientiousness. When the beginning of a return to civilian working life 
was thus made, I issued him with a certificate, in which I of course also 
mentioned the circumstances under which I had first got to know him. He had 
the courage to present it himself to the "Chief Minister" who had pardoned 
him. And now, for once, the often unpredictable course of state business took a 
good turn: They simply disregarded the rules, probably because they had 
realised that the young man had fallen victim to a wrongful conviction. Majid 
was appointed as an assistant to the caretaker in the service of the same 
prison in which he had previously spent eleven years as a convict. I will never 
forget a visit to his family in the village on the occasion of the wedding of a 
younger brother. The extremely warm welcome really made me feel that 
through my efforts to help the "prodigal son" I had helped to free an 
honourable family from shame, depression and worry and to bring happiness, 
singing and laughter back into their home. 


Even then, the young man had proved himself at his post in the prison service, 
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and he had already been promoted to a more responsible job. Recently, 
however, more than 15 years later, the story had another delightful sequel: 

In January 1996, thanks to the resourcefulness of the Swiss Post Office, a New 
Year's card from Kashmir reached me in a roundabout way, with a mutilated 
address that, moreover, had not been valid for years. According to the 
signature with a very common name there, the sender could be anyone. But 
then I noticed another marking underneath in tiny writing: "Superintendent 
Jail" in a rural district of the state of Jammu and Kashmir. Immediately I 
realised that this "Superintendent" could be none other than my former 
protégé! In the correspondence that followed, I learned all the details about 
this remarkable career from convict to prison superintendent. I was particularly 
pleased that even today, in Kashmir, which is plagued by civil war, corruption 
and political confusion, an honest, sincere person who is open to the needs of 
his subordinates can and may hold such a responsible post that is open to all 


criticism. 


>K KK 


A world of its own within the large prison compound, enclosed by high walls, 
was the department for political prisoners. The long, well-equipped barracks, 
which housed several dozen inmates at any one time, was idyllically situated 
under mighty plane trees, and in summer there were even cherries to be 
nibbled from the nearby trees. So in every respect, the prisoners could say of 
their guards, and the guards of their charges, that "it's good to eat with 
them".As far as I could ascertain during my fairly frequent visits to this ward, 
those detained there were mostly men - there were very few women - who had 
taken part in pro-Pakistani plots or had been all too fanatical about Islamic 
fundamentalism. It could be assumed that not only the majority of the 
population but also the prison staff sympathised with them. So they lived in 
harmony and relative contentment, especially since this category of prisoners 
was granted numerous privileges in terms of food, visiting hours, use of books 


and magazines, furnishing of rooms with private belongings, etc. I never saw 
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or heard of any harassment or even torture by the prison staff. However, they 
occasionally hinted to me that there was a so-called "interrogation centre" at 
the other end of town. There it was much less comfortable and there was a risk 
of being subjected to the so-called "third degree", i.e. torture methods. 
However, that had already been done long ago. But despite all the comforts of 
the prison environment, one still suffered from the deprivation of liberty; one 
worried about business, land and family. 

My job was not only to help carefully monitor the health of political prisoners, 
but above all to write reports to the competent authorities, in which the ability 
of mentally or psychosomatically ill prisoners to remain in prison had to be 
assessed. Of course, this gave me the opportunity to help some people back to 
freedom, at least in the form of a holiday "on parole" or bail. 

The types of people I talked to were very different. There were restless, hot- 
blooded fanatics and zealots; then there were thoughtful, sober peasants who, 
without understanding much about the matter, had simply "gone along" and 
then also "hung along". Cleverly calculating businessmen had probably allowed 
themselves to become involved in plans of overthrow because they hoped to 
gain financial advantage from the desired "change of system". Above all, 
however, there was a whole group of young idealists, some of whom, through 
their participation in revolutionary movements, had simply given expression to 
the rebellion against parents and the "establishment" that normally arises in 
adolescents. Among them there were really noble-minded young people whose 
enthusiasm and commitment deserved more suitable goals, but on the other 
hand there were also spoilt gentleman's sons who, even in prison, thought that 
everyone had to be at their service and spare them all inconveniences. So I 
always had to carefully examine the complaints and arguments presented to 
me in order to remain truly neutral and fair in my assessment. 

I particularly remember Amir, a slim, sinewy young man, son of a houseboat 
owner. As a mountain guide and ski instructor, he was used to a life in the 
great outdoors. The restriction of movement in prison and being constantly 
with a group of people with whom he actually did not have much in common 


was particularly difficult for this sensitive young person. Obviously trained to 
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"grit his teeth" in the face of difficulties, which was immediately revealed by his 
usually taut facial muscles, he hardly let his inner restlessness and irritability 
show psychologically. The burden had to be carried by his body. The asthma 
attacks he had already suffered in childhood returned. He was also very 
susceptible to all kinds of psychosomatic disorders. 

One Sunday morning in the summer I was urgently called to the prison and led 
by my companion to the barracks of the "politicals". There, under the shady 
trees, I found a whole group of people anxiously gathered around Amir, who 
was struggling in vain to force his tongue, which was protruding convulsively 
from his mouth, back into place and to put his ugly distorted features back in 
order. Of course, I could immediately assume that this truly agonising and 
alarming condition must be the result of a drug to whose side effects on the 
extrapyramidal nervous system this young man was apparently hypersensitive. 
I was told by the prison doctor that he had been given a tranquilliser for 
nausea, which could have such a side effect, but usually only in a much higher 
and longer lasting dosage. Otherwise I hardly ever dared to give a patient, 
even at his greatest insistence, an exact time at which an improvement or 
even a "cure" of a complaint may be expected. In this case, however, I was so 
sure of myself that I promised the very desperate Amir that his agony would 
be over in 10 - 15 minutes at the latest. Fortunately, the ampoule with the 
immediately effective antidote was to be found in the prison pharmacy, and 
within the aforementioned time, the embarrassing cramp in Amir's face was 
relieved by the injection, and with it the anxious tension of those caring for 
him. It was only now, when the cherries from the nearby tree were passed 
around for refreshment, that I could see that not only Amir's roommates and 
several of the guards were present; the prison doctor as well as the warden 
and his deputy had taken the trouble on this Sunday off to show their 
sympathy with their protégés by personally being present in this emergency 
situation! One could really feel the solidarity of a family. 

Another alarm call came a few months later on a cold autumn night. Again I 
was led to that barrack, this time to a dormitory where there was obvious 


commotion and chaos. This time, all psychosomatic interception and 
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transformation mechanisms had failed in Amir, and the inner tension had 
broken through in a fit of rage, i.e. in the form of what is called a "penitentiary 
bang". He screamed loudly, flailed wildly and had already thrown various 
objects around and partly destroyed them. Fortunately, at that time, mainly 
due to the prompt help I had given him during the previous alarm, my 
relationship with him was already so good that, despite his confusion, he 
recognised me immediately, listened to me and then willingly let me give him 
the injection of a sedative I had prescribed - guaranteed, of course, without 
the dreaded side effects! - was administered. This time, too, the effect was 
very prompt, so that after a short time of reassuring conversation I was able to 
leave the dormitory, which had returned to order. During this visit I was again 
very impressed by the close-knit community of fate and the willingness for 
mutual help and tolerance that one could sense in this group of prisoners. 

Now I had just about enough material to emphatically recommend the 
liberation of this young prisoner in my report to the authorities, all the more so 
because I was convinced that he was not a dangerous, vile rebel, but only a 
young man inspired by quite good ideals, thoroughly righteous, indeed 
particularly conscientious and capable. My efforts were successful. 

After his liberation, Amir continued to seek me out occasionally to find help for 
the hypersensitivity and tensions that had manifested themselves so 
dangerously during the period of captivity. In a difficult life situation, there was 
another crisis during which I could only with some difficulty prevent him from 
committing suicide. Finally, he reached a good equilibrium and could, as 
before, enjoy his activities in the open air and also the pleasures of his small 
family, which he had founded in the meantime. Even after years, every time he 
met me by chance in the city, he beamed all over his sun-tanned face and 
proudly explained to anyone who happened to be standing around that this 
was the doctor who had saved his life several times and given him his freedom 
again. 

That things were not so much more humane and free in the "promised land" of 
the political prisoners I had to deal with in Srinagar, i.e. in Pakistan, than in 


India, which they reviled, but that, quite in contrast to the almost idyllic 
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conditions in Kashmir, partly very barbaric customs had been revived there 
under the flag of an Islamic renaissance, I could see for myself in one of our 
patients. 

One day, a small, depressed and anxious-looking Muslim from Bihar, a state in 
north-eastern India, was brought to us by his employers. He had been working 
as a foreman on a power plant project in the lower part of the Kashmir valley, 
but had recently become increasingly suspicious and anxious, so that he was 
now unable to continue his work. Our investigations pointed to a paranoid 
reaction in a schizoid man who had probably always been withdrawn and who 
had become additionally isolated far from his home. He did not feel at home in 
our hospital either. One day he disappeared unnoticed, leaving behind the 
effects he had brought with him when he came in, especially a large woollen 
scarf. 

Months had passed when I once discovered that he was shyly and sheepishly 
wandering around our hospital. I encouraged him to come in and receive the 
clothes we had left behind, which we had carefully stored. Even after this was 
done, he continued to loiter around the hospital. As he still looked depressed 
and anxious, I offered him that if he was homeless, he could spend a few days 
with us again and be looked after. Hesitantly, he finally accepted this proposal 
and let himself be admitted as a "voluntary patient". 

When I took a closer look at him, I noticed that he always tried to hide his left 
hand carefully and that he also limped slightly. During the physical 
examination, which he initially tried to avoid, it turned out that all the fingers 
of his left hand and all the toes of his left foot had been shortened by two 
limbs each. The stumps had obviously been artfully attended to and had 
healed neatly. There was nothing to indicate that an operation had perhaps 
been necessary as a result of injury or frostbite. I already knew that in the 
time since his escape from our hospital he had tried his luck in nearby 
Pakistan. However, we were never able to get full information from him about 
what had happened there. We could only gather from his hints that he was 
unable to find work and then, probably to satisfy his hunger, committed theft. 


He was caught in the act and punished according to Islamic law of immediate 
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retribution by the amputation of his fingers and toes, for the time being only 
on the left side. In the event of a recurrence, he would have had to expect 
mutilation of his right hand and foot as well. Truly an excellent way to promote 


the rehabilitation of a "criminal" who is also a mental patient! 


Devana 


Of the two distinctions to which the last two chapters were devoted, namely 
between "mad or raptured?" on the one hand and "mad or bad?" on the other, 
each in itself caused great difficulty. But the task becomes even more tricky 
when it comes to judging a case in which elements of all three possibilities play 
a role, i.e. when it is a mentally disturbed "saint" who is accused of a crime. I 
had to deal with a situation of this kind twice in Kashmir and it is worth 
recounting it in detail. 

In early January 1975, I was asked by the magistrate of a small rural town to 
examine a remand prisoner in the Central Jail in Srinagar and to give my 
opinion as to whether the man "accused by the police of murder" was mentally 
normal and "capable of defending himself in court in respect of that charge". 
As is usually the case in such cases, I was not given any details from the files. 
On a gloomy winter's day, I trudged in snow and rain through the soggy, 
slippery alleyways connecting our hospital with the neighbouring prison. Once 
admitted through the large iron gate, I was led through bare corridors, 
between towering walls, to a small hut where murderers and other prisoners 
condemned to death are usually kept in isolation. In front of his cell, on a 
covered terrace, sat with his legs crossed, almost motionless, like a yogi, a tall, 
stockily built, middle-aged man. The simple woollen robe, the "pheran", 
revealed a powerful bull's neck. Somewhat tangled grey curls framed a round 
face that was obviously tanned from frequent exposure to the outdoors. The 
slightly protruding eyes under bushy brows and heavy lids had a sombre, 
thoughtful look. The wrinkles on the furrowed brow formed a peculiar triangle 
in the middle, just below the hairline. As this looked from some distance like 


the scar of an old head injury, I went up to him to palpate the spot with my 
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finger. The man, obviously surprised by this sudden approach, grumbled 
something. My companions, the prison doctor and some other 

other employees, pointed to a small drainage channel that crossed the terrace 
at a distance of about 30 cm from the prisoner and told me to stick to this 
boundary line. Apparently, this marked off a territory that should not be 
crossed with impunity. From the respectful behaviour of the prison staff 
towards the prisoner, from their efforts to respect his wishes and strange ideas, 
I could conclude that there was something special about this man. For the time 
being, however, no one tried to enlighten me about it. 

As there was no seat available, I crouched down on my heels to address a few 
questions to the accused, who continued to sit almost motionless and looked at 
me somewhat reproachfully and critically. Most of my questions about his 
family circumstances, the reason for his arrest, his mood, fell flat. He either 
paid no attention to them or only mumbled something here and there that 
seemed completely unrelated to the situation. Of course, in the absence of any 
information, I also had to think of the possibility of hysterical pseudo- 
dementia, i.e. a condition feigning intellectual stupefaction, which had perhaps 
only manifested itself after the arrest, as a protection against being 
interrogated. The few clinical tests I tried to present with the help of the 
psychologist accompanying me did not produce any reaction. The expression 
on his face and the gloomy mood in which he seemed to be completely 
preoccupied with himself and inner processes did not speak in favour of this 
diagnosis either. The circumstances - crouching on a narrow terrace, 
surrounded by pouring rain, fingers stiff with cold, and a group of curious 
onlookers behind me - did not encourage the creation of a relationship that 
would have allowed for a more effective understanding. Even so, I already 
knew enough to be able to decide the question of whether the prisoner was 
capable of undertaking his defence in court. Beyond that, nothing had been 
asked for the time being. 

After the prison doctor had thus allowed me to gain an unbiased first 
impression, he opened up to me on the way back to the gate that the accused 


was a famous "Pir", that is, one of the wise men among the Kashmiri Muslims 
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who often have the power to cure physical and mental illnesses, cast out evil 
spirits, predict the future and give advice in various difficult situations in life. 
Even now, since he was taken to prison a fortnight ago, he has already 
demonstrated his supernatural powers, he said. 

A fellow prisoner, the prison doctor told me, had an osteomyelitic disease of 
the tibia. It had been decided to transfer him to the hospital for an operation. 
The "Pir", who happened to pass by this man, saw his ulcer and, muttering 
something under his breath, spat on it. The next day, when the patient was 
taken to the hospital for an operation, neither the prison doctor nor the 
surgeon had been able to find any signs of bone disease. 

Another time, as he approached the fence behind which the gallows are 
hidden, the "Pir" said in his typical cryptic way that "this" was now no longer 
needed. The next day, a government order arrived stating that all executions 
due were to be postponed until further notice, presumably in anticipation of 
the abolition of the death penalty, which was under discussion. 

The prison doctor himself had a relative who had become totally bedridden a 
few days earlier as a result of a "Severe heart attack". Without knowing any 
details about the case, the "Pir" assured the doctor that he had no reason to be 
worried; and indeed: within a few days the sick relative recovered and went 
back to his work. 

While sitting in the prison doctor's office, I listened to more miracle stories 
reported by the prison staff, all pointing to supernatural powers, especially an 
ability to heal and predict the future. Obviously another one of those cases in 
which the judicial authorities feel at a loss, so that the psychiatrist has to be 
called in to help! Some years before, I had to give a psychiatric opinion for the 
first time in such a situation. Before I continue with the story I have started, I 
will first report on that rather grotesque case, in order to bring the problems 
arising in the field of transcultural psychiatry to the fore right from the start. 

At that time, an elderly Muslim from a village in Kashmir, at that time also a 
prisoner on remand, was sent to us by a judicial authority with a request for an 
expert report on his state of mind. He was charged with manslaughter; 


however, as usual, the files concerning his case were not made available to 
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me. When I questioned the accused about his alleged crime, he told me that 
he was the disciple of a great and powerful "Pir". One day a customer came to 
him for his services as a barber and made a derogatory remark about this ‘Pir’. 
As the accused could not bear to hear his revered spiritual master mocked, a 
heated argument ensued. In the course of this quarrel, the "hookah", (Fig. 12, 
the water pipe whose vessel is often made of heavy material, e.g. metal), 
which he was smoking, "Suddenly flew into the air", presumably by the magic 
power of the reviled "Pir". The heavy vessel struck the customer's head and, as 
the barber later heard, the injury led to his death. 

While the man at first denied any active involvement in the act of violence, 
even to me, and simply portrayed it as the result of supernatural influence of 
the mocked "Pir", he later allowed himself, as if by chance, the remark: "It 
could be that the "hookah" flew away from my hand." Now this "out of my 
hand" or "by my hand" is a form of expression that is quite common in Hindi 
and Urdu and indicates that someone was involved in an event. However, the 
intention is to emphasise that the person thus identified as the origin of the 
event was merely a passive instrument and not an active initiator. In any case, 
the way our prisoner used this expression suggested that it could only have 
been a completely accidental connection between the hand of the accused and 
the instrument of the manslaughter. 

My further examinations revealed that the prisoner, probably due to cerebral 
arteriosclerosis, suffered from reduced capacity for judgement as well as 
lability and incontinence of feelings and moods, i.e. a psycho-organic 
syndrome. I came to the conclusion that he was not fully sane for his crime 
and prepared a corresponding report to the judicial authority. 

About a year later, this same man was sent to us again, again with the request 
that we should prepare a report on his state of mind. Little had changed in the 
meantime. All that needed to be done was a confirmation of the first report. 
When I then asked the accompanying policeman why the accused had been 
brought to us a second time, he explained: "Yes, you see, this prisoner has in 
the meantime himself acquired the reputation of being a powerful ‘Pir’. Even 


the judges and the senior police officials go to him for advice." 
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Now, of course, one could easily imagine that the authorities were in a tricky 
position! If they regarded the prisoner on remand as a particularly gifted 
person, aS someone whose advice was worth seeking, they necessarily had to 
assume that he was mentally healthy. In that case, however, he belonged on 
the gallows for his crime. But then they would not only lose their revered 
counsellor, but they would also risk incurring the wrath and vengeance of the 
even more powerful "Pir", who, according to the accused, had been insulted. If, 
on the other hand, they tried to save the accused's life by judging him "guilty 
but insane", they would make themselves ridiculous by revealing that they 
were being advised by a lunatic. So delaying the matter and piling up new 
documents in the files was a convenient way out to avoid the difficult decision. 
A little later I heard that the man had been released from prison. However, I 
could not find out how this release was justified. 

Back when this remarkable story happened, I had assumed it was a very rare 
or perhaps even unique situation. Now, however, I found myself drawn into 
such an affair again. As it turned out, this one was even richer in bizarre 
details and dramatic tension than that first case, which had already 
demonstrated quite clearly the inadequacy and relativity of our Western 
concepts, not only of mental health and illness, but also of the legal and 
judicial definitions of "right" and "wrong". 

Already witty because of that first case, I now formulated my report on the 
"murderer-Pir" very carefully. After summarising my own observations and the 
information received from the prison staff, I wrote: 

"It is difficult, without knowing more about the accused, to pass judgement on 
whether the interrogated stories about his supernatural powers are to be taken 
as a 'plus variant’ of human possibilities or whether he is to be regarded simply 
as deranged. If the latter, then he would best fit into the diagnostic category of 
"schizo-affective psychosis". In any case, I am of the opinion that in his 
present condition, while it would not be harmful for him to appear in court 
himself, he could not contribute anything reasonable to his defence against the 
charge of murder. In this respect, that is, for his defence in court, he is to be 


considered insane and mentally incapable of undertaking his defence on the 
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said charge." 

Three days later, the "Magistrate", apparently not satisfied with my _ brief 
report, requested me to provide the court with the original of all the notes and 
transcripts I had made during my examination of the accused. I was also told 
that I was summoned as a witness and that on this occasion I must "have all 
the observations you have put down and the information you have received 


ready for the court" "so that the court has the opportunity to see whether you 
had sufficient reason to reach your conclusion." 

For someone who had earned a good reputation as a forensic psychiatric 
expert 20 years ago back home in Switzerland, this was rather embarrassing 
or even hurtful. At first I couldn't even remember if I had actually taken notes 
that day, outside in the rain and cold. Fortunately, when I checked the medical 
records, I found that I had scribbled a few lines in the presence of the accused, 
crouching on the floor, which had later been supplemented by further notes in 
the prison doctor's office. These now proved very useful. So not only the 
original scribble, but also a typewritten copy, accompanied by explanations and 
comments, were sent to the court. This saved me from a further examination 
of the prisoner, which the "Magistrate" had suggested should there be no 


detailed notes to be had. 


Two weeks later I received the summons to appear as a witness. The small 
country town where the magistrate's court was sitting was about 50 km away. 
The prison doctor offered me to make the journey with him and the other 
prison staff, which I gladly agreed to. To my horror, I then found that this 
meant having to sit in the back of an open truck with the doctor and two prison 
guards, as the defendant had been placed in the driver's cabin. It was bitterly 
cold. We were poorly protected from the falling snow by an old tarpaulin hung 
raggedly on a broken iron frame with a few pieces of wood. At the back, 
through a curtain of swirling snowflakes, there was a clear view of the dull, 


misty landscape in which the bare poplars along the road were lost in the grey 
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distance with monotonous regularity. One of the guards was crouching and 
warming himself with his "kangri". The other had brought a large woollen scarf, 
which the three of us now shared, huddled close together. Now and then one of 
the three men put a cigarette for the "Pir" through a small opening in the 
driver's cabin. 

After a 1¥%-hour drive, we arrived at the courthouse, amidst a sizable layer of 
snow and "Pflotsch". As I got down from the truck, one of my feet sank deep 
into this wet and cold mass; but - oh wonder! - it came out dry! A large crowd 
had gathered, as if expecting a very important personality: the devotees of the 
"Pir". When the tall, powerful-looking man descended from the vehicle, they 
retreated in awe. With great dignity he moved over to the terrace of the 
courthouse; there he began to direct the traffic: he made sure that the crowd 
kept its distance, allowed the prison staff to remain near him and, with a 
commanding gesture, ordered me to enter the courtroom, saying: "She is my 
mother; let her enter." 

It was only when the interrogation was over that I realised that the "Pir" had 
been standing right behind me the whole time, or, rather, had been erected like 
a tower behind me. To protect me? To guide my thoughts? Although the room 
was packed with people, all eagerly following the proceedings and hanging on 
my every word, so to speak, I actually felt quite relaxed and comfortable in my 
witness box: on a chair in front of a small table, to the right and slightly below 
the "magistrate", who was an affable, polite, still quite young man. 

My arguments were well founded as far as psychiatric formulations and court 
practice were concerned. I could easily guess from the subtle twists and turns 
with which the "magistrate" reproduced my statements each time he dictated 
the minutes to the stenographer that he wanted to avoid taking the case 
beyond his own local jurisdiction to a higher court. For this, the material I had 
already supplied him with was very welcome. So the matter was not difficult, 
at least as long as only the defendant's ability to defend himself in his case and 
his state of mind in general were at issue. 

The usual questions were asked: Is the derangement total or only partial? Can 


the accused understand what an oath is? To which I replied that he could well 
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understand, but that he would probably not recognise the authority of the 
"magistrate" to demand an oath from him, as he obviously regarded himself as 
the supreme judge. - Whether the mental disorder was hereditary? What other 
factors could have contributed to it? Whether the mental disorder had already 
existed at the time of the crime or had only appeared afterwards? Whether it 
was possible that the accused was only feigning a mental disorder? What was 
his particular "mania" (in the sense of a special delusion)? Could the crime 
possibly have been committed in a free interval? and so on. But the one 
question I anticipated with unease inevitably came eventually: "If the accused 
is deranged, is this derangement of such a nature that it is absolutely 
necessary to have him cared for in an insane asylum, or can he be set at 
liberty?" 

If he was really charged with murder - and murder by an unpredictable lunatic 
at that! - how could I then take upon myself the responsibility of setting him 
free? On the other hand, if I were to affirm the necessity of his care, how 
would I, as the director of the hospital where he would have to be interned, 
cope with the many problems his presence in my institution would create? 
Even now, some of my employees, who knew that in this case I would have to 
appear in court, had warned me not to admit him to the hospital. They added 
more stories about the miracles of the "Pir", and one of them, with a 
meaningful look up to heaven, stated: "This man can only be judged by God." 
The accused obviously had his own views about the safe distance that had to 
be maintained around him. Wherever he was, he would undoubtedly regard 
himself as the commander. How then would I be able to avoid unpleasant or 
even dangerous clashes if I were not prepared to be outdone by him as the 
"super boss" to whom all the staff would then bow in reverence? If not even 
the police and prison authorities dared to handcuff him, how could I lock him in 
a cell for life? Even fights between Hindus and Muslims or even political turmoil 
could be the consequences in this so easily inflammable environment! And 
then: How would his devotees react to the fact that their highly respected 
spiritual leader and healer should be labelled a madman, and that they would 


also have to miss his advice and help? And finally - a possibility that even a 
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sober European psychiatrist could not ignore! - how would the "Pir" himself 
possibly take revenge for being locked up in a lunatic asylum? 

The "magistrate" had given me a welcome hint by emphasising the 
"absolutely" in his question. Was it "absolutely necessary" to take care of the 
accused in an insane asylum? That opened up a possibility! But it was 
something that required careful thought and skilful phrasing. I therefore 
explained that the question that had originally been put to me had only 
referred to whether the accused was capable of defending himself in a court of 
law. This question could be answered sufficiently on the basis of my brief 
examination of the accused. Everything else, however, could only be judged in 
an appropriate manner on the basis of thorough observation and, if possible, 
with the help of information about his life history, his family circumstances, his 
habits, and above all about the course of the alleged crime itself, about which I 
had so far been kept completely in the dark. 

The "magistrate" willingly allowed me to take more time. One of the relatives 
of the "Pir" and several of his disciples offered to come to the hospital to 
provide information. I myself - in this way obviously emphasising that the man 
was not dangerous! - suggested that I sit next to him in the driver's cabin on 
the way back to Srinagar (thus securing a warm seat for the journey home). I 
would also visit him again in prison to have another opportunity to observe 
him. This eased the situation for the moment. The prosecutor and the 
advocates who had been standing at the barrier left, and the "Pir" was taken 
away by the crowd of his friends and admirers - as I realised afterwards, to 
enjoy a kind of feast in the waiting room of the courthouse! While I was sitting 
in the courtroom waiting for the minutes to be typed up for me, they also 
brought tea, milk, bread and cake for me, presumably also donated by the 
"Pir's" friends. 

The "magistrate", who was now in a relaxed mood, settled down to a casual 
conversation. "You see," I explained to him, "I can imagine your dilemma very 
well." From my folder I pulled out a copy of the article I had written on the 
"Pir" and "Fagir" in Kashmir [8] and pointed to the story it contained of the 


earlier, similar case . He eagerly reached for it, and from the amused 
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expression that appeared on his face as he read it, I could tell that he had 
immediately understood what I was trying to bring to his notice. 

"This kind of court case," I continued, "cannot be clearly decided according to 
one principle alone. Our modern psychiatric concepts and also your laws and 
judicial customs cannot sufficiently take into account the phenomena that are 
revealed in it. After all, it might be useful if I were allowed to know a little 
more about the alleged crime." The "magistrate" agreed to give me details and 
began to leaf through his bundle of files. 

"The prison doctor hinted to me," I now said, "that a man who was considered 
a bad fellow had been found dead near the place where the "Pir" usually stays. 
As he, the doctor, represented it, a stone, though probably thrown from some 
distance, had miraculously penetrated 2 - 3 cm deep into the victim's skull. 
This reminds me of the original kind of "euthanasia" I was told about years ago 
in Brittany. There, in one of the villages along the coast, according to an old 
custom that was still practised until the beginning of this century, the oldest of 
the inhabitants, when he or she was tired of life, had the right to apply for 
"euthanasia". The next youngest, i.e. the person who would presumably be the 
next candidate for an accelerated journey to the afterlife, would then take a 
stone kept especially for this purpose, the so-called "marteau béni", and use it 
to crush the applicant's skull. The suggestive effect of this ancient custom is 
said to have been so strong that usually a gentle touch of the stone on the top 
of the head was enough to make the old people, tired of life, pass away from 
this world. Is it perhaps something of this kind? A symbolic execution in which 
supernatural forces were involved that our "Pir" afforded himself?" 

The "magistrate" laughed: "No, it doesn't seem so. On the basis of the few 
factual reports we have, it is to be assumed that a very crude material 
influence took place." 

From his dossier he now pulled not only a coroner's report - which, I later 
learned, had been given very reluctantly! -but also a series of photographs. 
These left no doubt that whoever the murderer might have been, he had done 
quite a thorough job, crushing his victim's skull by repeated blows to the left 


side at very close range. Even the instrument with which this work had been 


210 


accomplished was now unpacked before me: a heavy and hard stone, about as 
long as a man's hand, and of a thickness that could quite handily fit into a 
closed fist. Some sharp edges and points still bore traces of blood. Truly a 
creepy tool! 

"So," I remarked, "the main fault of the 'Pir', if he is the culprit at all, is that he 
ventured out of his world of magic and deigned to submit to the simple laws of 
mechanics and causality of our concrete world! If he had only killed the man by 
a curse, he would probably not have to stand before your court." 

"You are right," agreed the "magistrate". "But we don't even have enough 
evidence that he actually did it. There are said to have been many people 
present when the victim - against the 'Pir's' warning not to approach him as he 
was known to be a scoundrel and a thief - became the object of the 'Pir's' 
wrath. Now, however, not a single one is willing to bear witness. They all say 
they know about the matter only from hearsay. They claim that the man fell 
from the nearby bridge or that someone else killed him and people who 
resented the 'Pir' placed the body near him so that he would be suspected. 
Others say that the 'Pir', who found the man wounded, carried him himself to 
his abode to attend to his wounds." 

"If the 'Pir' really killed him in the presence of his devotees," I asked, "why did 
no one try to stop him? And why did the victim make no effort to run away? 
Was he banished by magic on the spot, like the rabbit before the snake?" 

"I can't understand that either," the "magistrate" replied. "In any case, strictly 
judicially speaking, I have no valid case against him. On the basis of these 
meagre statements, which relate only to attendant circumstances, I should 
simply have to dismiss the matter as unproven if the accused were an 
ordinary, mentally unremarkable person. As it is, we must now resolve this 
issue of mental sanity. The accused simply did not answer my questioning; he 
did not seem to care at all. Only once, when I tried to squeeze a statement out 
of him, he became quite threatening. I conditionally released him for a few 
weeks on bail. But then he refused to comply with the summons for a new 
interrogation. So I had to put him in safe custody for some time." 


When the typed copy of the protocol was finally brought and I, after correcting 
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the many mistakes, had signed the document, the "magistrate" and I parted 
from each other as good friends, both certain that we had understood each 
other and could trust each other. 

And now came the return journey. Already somewhat familiar with the Pir's 
idiosyncrasies, I politely asked him if he would mind if I sat next to him in the 
driver's cabin. He had no objection. Since he had already settled into the 
passenger seat, I climbed up from the side of the driver's seat, squeezed in 
behind the steering wheel and sat down in the middle. 

It was already getting towards evening, and in the twilight the snowy 
landscape seemed even more desolate and deserted than in the morning. The 
small villages with their dilapidated thatched huts, surrounded by willow trees, 
muddy ponds and dishevelled heaps of straw, the inhabitants in their wide 
robes and sandals woven from straw, had always reminded me of late 
medieval scenes, such as those depicted in paintings. More than ever, I realise 
that not only this external landscape, but also the whole style and spirit of the 
life that takes place in it, still belongs to the Middle Ages. And how then can a 
modern psychiatrist and a penal code imported from the former British rulers 
do justice to this world? The "magistrate", the prison doctor, myself, we are all 
ridiculous anachronisms in it. God, or those through whom he chooses to 
exercise his power, are judges of right and wrong, of life and death! And then, 
what would "mentally deranged", "mentally insane" mean in such a world? 
Indian languages even today have expressions for "insanity" which indicate an 
element of divine inspiration! 

Meanwhile, the "Pir" sits next to me, silent, thoughtful, brooding. From time to 
time he mumbles a few sentences quite abruptly. Unfortunately, as he speaks 
very softly and in Kashmiri, I cannot understand what he is saying. Now and 
then he suddenly bursts out laughing. Once or twice I try to make 
conversation. He tolerates it with a good-natured smile, like one would respond 
to a child's chatter, but does not answer. Once I offer him some of the roasted 
lentils I crisp myself. He refuses. He, in turn, gallantly offers me one of the 
cigarettes that the chauffeur or the doctor from the back of the truck slips him. 


When I refuse on the grounds that I am not taking any addictive substances, 
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he seems pleased. I notice that he pushes the cigarette butts out into the open 
through a tiny hole in the truck door, from which a screw has presumably fallen 
out. 

When we finally arrive back at the prison, the "Pir" himself opens the door of 
the vehicle and gets out. No attempt is made to get away. But instead of going 
straight through the gate that opens when we arrive, he jumps onto a small 
pedestal next to the door, squeezes himself between the wall and an 
ornamental column, and only after this strange diversions does he step 
through the gate. I wonder if this meant he had to take buses for the fact that 
I had to similarly squirm my way behind the steering wheel when getting into 


the truck because of him. 


Two days later the respondents came, together with the prison doctor. The 
story I was able to compile from them about the "Pir" - especially from his 
cousin on his mother's side - is worth mentioning. I will present it as I put it in 
my report to the "Magistrate": 

"The accused, now about 39 years old, is a descendant of a well Known "Pir" 
family. His paternal grandfather was a very famous "Pir" and miracle worker. 
His father, also a "Pir", died at a young age. His mother lived until the accused 
was about 25 years old. He was brought up by his mother and maternal 
cousin, to whom we owe most of the information. He has an older sister who is 
still alive and married to a "maulvi" (Muslim priest). An elder brother died at 
the age of 15. All the respondents agree that the accused was a docile, gentle, 
obedient child, rather withdrawn, not much inclined to play, but early on full of 
interest in religious customs and events and fond of following the "Pir" and 
"Faqir". He attended school for about 8 years from the age of 7 and was 
considered a good student. There are no reports of any serious illnesses, nor of 
accidents or even seizures in childhood. Even in later years he is said to have 
always been in good health. 


He was married at the age of 21. After fathering two children - a son and a 
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daughter, now aged 17 and 15 respectively - he divorced his wife in 1961, on 
the initiative of his mother-in-law. He left all his possessions to his wife and 
entrusted his children to the care of God and relatives. 
As for his professional life, we know that at the insistence of his cousin, he 
enlisted in the police force at the age of 18, a few years after leaving school. 
Although he fulfilled his duties satisfactorily, he gave up this profession after 
only a few months to devote himself more and more to religious exercises and 
to lead the life of a "Pir" who distributes "tabiz", i.e. amulets, to his visitors. 
From 1961 onwards, his habits changed even more noticeably. He sought 
solitude in the forests, stayed there for almost six years and then stayed high 
in the mountains for another three years. It is said that he fed snakes on his 
lap there and wild animals approached him without shyness. He wore hardly 
any clothes and often went for days without food. 
Around 1970/71, he returned to his birthplace and now usually sat by the 
monument of an old saint. It became known that he performed various 
miracles; so people visited him more and more. According to the informants, 
he was said to have hundreds of followers. He is said to be famous not only 
throughout the Kashmir Valley but far beyond. He makes no distinction 
between members of different religions." 
As far as recent events were concerned, his cousin, who was himself a clerk of 
the court and therefore well versed in court practice, was quite reasonable. He 
understood the need for some caution for the future and also admitted that the 
"Pir" had his peculiarities and unpredictable whims. The other three men, 
however, neighbours and followers, made it unequivocally clear that in their 
opinion there was no need for any security measures, not even for a court 
case, as their "Pir" had never been guilty of anything. For their part, they 
claimed that the "Pandits", i.e. the Hindus of the small town, were incensed 
because the "Pir" often used to sit on their cremation ground on the river bank. 
They not only resented the fact that the presence of a Muslim desecrated what 
they considered a sacred place; they also feared that one day the "Pir" might 
die there and the place would then be declared a Muslim shrine and they would 


lose their cremation site. In short, the informants claimed that the "Pir" was a 


214 


very gentle, peaceful man who had never harmed anyone. 

It now remained for me to visit the "Pir" again in prison for further exploration 
or at least observation. When I tried to fix the time for my visit with the help of 
the prison doctor, I found him, my colleague, strangely reticent. The only day 
left until I had to appear before the magistrate again was a Sunday. The doctor 
confirmed that he was on duty on Sunday and would help me visit the accused. 
However, he then argued that I could not get to the prison on my own. Due to 
the persistent snow, the way was too impassable. He would therefore send a 
vehicle for me, by a long diversions. But would that be possible on a Sunday? - 
Then he suddenly suggested that I ask for a postponement of the court date. 
Later he told me why he was so keen on delaying the matter: our witnesses, 
who had obviously noticed that he himself had become an enthusiastic admirer 
of the "Pir", had won him over to help them postpone the court hearing. The 
reason they gave was that the present "Magistrate", a Hindu, was not 
favourably disposed towards the accused. Not only he, the "magistrate", but 
also I, according to them, were keen to impose bail on the relatives of the "Pir" 
if he was to be released. As far as they knew, however, the "magistrate" was 
about to be transferred and his successor - presumably a Muslim - would then 
release the accused without any condition or obligation on the part of the 
relatives. So they obviously wanted to make use of me, too, in order to obtain 
the hoped-for delay. 

However, I did not get involved in this horse-trading and made it clear that my 
opinion had already been formed and that I could even express it now. If his 
relatives wanted to insist on delaying the matter, I had nothing against it. They 
could then achieve their purpose by haggling with the "magistrate" over the 
guarantee sum, if he should impose one. I insisted on paying my visit to the 
accused on Sunday and stated that I would make all possible efforts and, if 
necessary, provide transport myself to appear at the court hearing on Monday. 
Meanwhile, one of my colleagues from the area where the "Pir" was active told 
me that, as far as he knew, this man had already killed about half a dozen 
people. But no one had even dared to inform the police. He added: "The 


victims were all bad guys and deserved to be killed." 
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On Sunday morning I made my way through the snow and dirt to the prison. 
The doctor was nowhere to be found! I managed to call the prison warden from 
his flat where he was nursing a cold. He readily allowed me to see the prisoner. 
When I expressed my suspicions about the doctor's bias, he agreed with me: 
"Yes, our doctor has become quite a convinced devotee of the 'Pir'. I myself do 
not believe in such things." Strangely enough, although he was an educated 
man, he did not justify this point of view with rational and _ intellectual 
arguments, but only added quite simply and modestly: "You see, such people 
as our 'Pir' should be sought out only by those who recite their prayers 
regularly and never do a lie. I, however, am not of that sort." Then, while 
apparently intensely busy inspecting the jeep in front of us, he murmured, 
"But if you can help the man, please do. He is a poor devil!" 

Today the prisoner will be taken to the visiting room by the entrance gate. Two 
guards are supposed to help me as interpreters. However, they do a very 
sloppy job, either interfering unnecessarily or then hesitating to translate what 
the "Pir" says in Urdu into Kashmiri. This time there is no need for me to play 
the role of forensic expert and investigator. I am free to take the gentle, 
sympathetic approach of a psychiatrist, to encourage the patient to unburden 
himself of his worries in a therapeutic conversation. The "Pir", however, does 
not speak; he only sighs deeply and heavily from time to time. His sombre, 
melancholy cautious brooding now seems to be less the expression of a 
general concern for the course of the world and its evils than of personal 
difficulties. He is obviously not comfortable in his own skin. Is he perhaps 
giving account to himself for not having succeeded in holding together and 
controlling the forces he had gathered in himself through years of ascetic life? 
Or does it cause him embarrassment that he allowed himself to be tempted to 
use such a crudely material tool when subtle magic would have suited his role 
much better? Is he aware of his guilt, but too attached to his reputation as a 


saint, too committed to the high opinion people have of him, to admit his 
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wrongdoing to himself and others? Does he perhaps know that for his sake his 
followers have entangled themselves in lies and sworn false oaths? 

Although he seems to be aware of my presence and senses the tone in which I 
try to approach him this time, he pretends almost all the time that I am not 
there. He sits on the windowsill, looks out into the yard and exchanges a few 
words with a fellow prisoner who is out there. Then he gets up again, opens 
the door and examines the lock. Now and then he mumbles something or looks 
at his fingers, counting them or playing with them. It soon becomes clear to 
me that apart from this hint of a mood, different from what I had encountered 
on the first visit, there is nothing to be gained, even if I were to extend the 
observation further. So I end my visit and go home to write my report there, 
arriving at the following conclusion: 

",..AS regards my own observations made while returning from the court to 
Srinagar on 30.1.75 and during a visit to the Srinagar Central Jail on 2.2.75, 
these confirmed my earlier impression, namely, that, according to the 
terminology of modern psychiatry and according to the court usus, the accused 
is to be classified as "mentally deranged and therefore incapable of assuming 
his defence in the charge against him." 

"As for the question of whether "it is absolutely necessary that he be cared for 
in a mental institution", my answer is: No. The reasons for this are as follows: 
"Absolutely" presumably means "under any and all circumstances and at any 
and all times and places." However, even international authorities and 
organisations today agree that there is no universal criterion by which mental 
health or illness can be unambiguously judged. Such terms are closely related 
to the respective cultural background. In particular, the need to intern a person 
who shows mental deviations in a psychiatric hospital is always inversely 
proportional to the degree of tolerance for deviant behaviour that is common in 
the cultural setting in question. So-called "traditional societies" have different 
roles ("sick roles") and social options for their mentally disturbed within which 
persons with aberrant behaviour can live without the need for hospitalisation. 
In some societies - as witnessed by certain linguistic expressions for 


"madness" - such persons are even specially respected and revered as divinely 
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inspired. Under such circumstances, what would be considered a "delusion" in 
modern terms may become a superstition or even a "shared belief" and lose its 
value as a symptom of mental illness...Applying this to the case at hand, the 
accused has a reputation in his neighbourhood and far beyond as a famous and 
very effective "Pir" who is deeply religious and can perform miracles. He is 
generally described as tolerant, gentle and loving, though some of his followers 
admit that at times he may show anger and wrath if approached in an 
improper manner. Our respondents deny that he was involved in the misdeed 
under discussion and claim that he was falsely implicated. I myself have been 
able to ascertain that not only many among the prison staff, but also some 
among the staff of the psychiatric hospital, who knew that I was to testify in 
this case, are completely convinced of the supernatural powers of the accused, 
as well as of his sanctity. 

Under these circumstances, and in view of his tendency to resent undue 
advances, it would be extremely difficult to place the accused in a mental 
institution. He would have to be isolated in a cell for life, otherwise he would 
not be sufficiently protected from unwanted contact with other patients and 
staff. Moreover, the staff would be constantly in awe of him and in fear of a 
manifestation of his displeasure at the restriction of his freedom. Thus, the 
atmosphere of the whole hospital would be tense. However, such extreme 
measures, namely life-long isolation in a cell, do not seem justified in view of 
the lack of evidence that the accused is actually guilty of the alleged crime. 

It seems to me that greater security would prevail if he were left to the care 
and supervision of those who revere him as their spiritual leader, and who 
know his habits and mannerisms and respect his wishes. But from these 
people, especially from his maternal cousin, warrant should be demanded that 
they should keep a careful watch over him, and, above all, that they should 
take such precautions as are likely to prevent the approach of undesirable 
persons who might provoke the wrath of the accused." 

The sense of relief I felt when I finished writing the report indicated to me that 
not only had I found a satisfactory, perhaps even elegant, solution to the 


ticklish situation from an intellectual, professional standpoint, but that my 
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concern for medical ethics and, moreover, my personal conscience had been 
put to rest. 

The next morning, I was just about to leave the hospital to make the journey 
to the court alone, when word came from the prison that a vehicle was ready 
to start there. This time it was a large, comfortable police van, painted bright 
red and blue. About half a dozen prison guards and police officers were seated 
inside. When I asked the prison doctor what they were all doing here, he just 
shrugged. "Probably just for the exit and to draw their travel allowance." The 
mood was indeed that of a happy outing society. Even the "Pir", who was 
perched on the front seat, was in a cheerful mood and chatted here and there 
with the doctor, who was sitting just behind him, next to me. He jokingly called 
me "thanedar", which means "chief of a police station". That he, who had once 
been a policeman himself, recognised me as a Superior in this way was 
flattering and encouraging! 

Today the sun had ventured out. Almost all the snow had melted and, in vivid 
contrast to the few remaining patches of white, the bright brown-red of the 
willow branches already betrayed the approach of spring. 

Arriving at the courthouse, we were again welcomed by a large crowd. The 
"Pir", like a high dignitary, got out of the bus first. Slowly and deliberately he 
walked to one of the rear wheels and, lifting his long robe, doused the wheel 
with a strong "fountain" as if to give the vehicle his most solemn blessing. 
Then everyone went to the waiting room, where a festive feast was apparently 
already in progress. Soon I was called before the magistrate. This time no 
audience was allowed in the courtroom. Only in the presence of the public 
prosecutor and some advocates, the hearing was very short. 

The magistrate received the bundle of notes and reports I had carefully 
compiled. After glancing at my conclusions, he merely asked a few questions to 
confirm what I had already put in writing. Then, obviously satisfied and feeling 
assured by these formulations of an expert, he turned to the prosecutor. In a 
stern, slightly annoyed tone, he asked, "What is your case, anyway? Do you 
have a case to present at all? "The prosecutor, who was carrying a thick book - 


presumably the Code of Procedure - leafed through it and began to read out a 
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paragraph. "No," the "magistrate" interrupted him gruffly. "That does not apply 
to this situation. First tell me if you have a valid case at all. Do you have any 
eyewitnesses?" The prosecutor started again to present his arguments with the 
help of his thick book. However, after being interrupted several more times by 
the "Magistrate's" constantly repeated question, he finally had to admit defeat 


with a simple, naked "No". "So why are you wasting my time then?" was the 


"magistrate's" next question. That was the end of the matter. 

As we relaxed again over tea and biscuits, waiting for the typewritten minutes, 
the "Magistrate" said, "Now that it's all over, I want to confess something to 
you. From the moment I started dealing with this, I began to suffer from 
stomach problems: violent cramps and pains. For a while it calmed down. But 
after our session last week, it became acute again. When my relatives saw me 
suffering like this, they guessed what was bothering me and they asked, "Why 
are you worrying so much? Let the poor guy go! After all, how can you know if 
he is really the guilty one?" Thereupon I decided to settle the case, and from 
that moment on I felt much better." 

"For that," I remarked with a laugh, "you don't need the magic of a 'Pir’. We 
have quite plausible explanations for it in psychosomatic medicine." 

Then he informed me of his intention to release the accused two days later. He 
still wanted to study my report in detail first and take his time to formulate his 
decision convincingly. What had encouraged him to take this bold step was 
probably not only the compassionate advice of his family, but also the backing 
of a foreign expert. This would protect him from being called an old-fashioned 
obscurantist, an accusation to which an Indian who prides himself on his 
Western education can be very sensitive. 

Meanwhile, the "Pir" had already made his own prediction known to his 
followers: Today he would not stay with them yet. But the next time, very 
soon, he would then no longer need to return to Srinagar. Meanwhile, 
anticipating this happy ending, I saw them all happily dining in the waiting 
room when I returned. It seemed that the festivities, which of course included 
the prison staff, would drag on for a long time. So I decided to go back to 


Srinagar alone. 
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Two days later, after the "Magistrate" had simply shelved the case "for want of 
sufficient evidence" and consequently released the accused without bail, an 
even bigger celebration took place. One feels tempted to close the story in true 


fairy-tale style: "...and they were happy and contented to the end of their 


days, and if they did not die, they are still alive today...", if one could really be 
quite sure that they actually deserved it and if one knew what this "Pir" 
actually is: 

Wound-slayer or miracle-worker? 

Executioner or healer? 

Law-breaker or law-speaker? 

Sorcerer or saint? 

Mad or raptured? 


Yes, who can say? Let us rather call him "Devana"! 


The stranded 


In the age of hippies, freaks and dropouts, one would certainly expect to find a 
good number of these modern youthful vagabonds in the tourist paradise of 
Kashmir. Just as likely, then, would be that quite a few of them collapsed from 
so-called "culture shock". Others, in this land of lotus-eaters, might have been 
so beguiled by their own fantasies and drug experiences that eventually not 
only the very tolerant Kashmiri houseboat owners, but also the still reasonably 
sensible comrades could no longer accommodate such things within the broad 
limits of their concept of normality. And then, until a repatriation could be 
arranged, there was nothing else for the time being but the admission in our 
hospital. But what should I do with these young globetrotters? As can be seen 
from what has already been said, our facilities were barely acceptable for our 
illiterate patients accustomed to primitive rural conditions. Even when we 
occasionally had to admit acutely disturbed Kashmiri of higher education, e.g. 
students or wealthy businessmen, we were embarrassed. There were no single 
rooms, apart from the cells. Our "parlour", so to speak, was a room with 6 


beds close together. Unlike the other wards, it had glass windows through 
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which one could see out into the open. As a special luxury, there was also a 
bedside table next to each bed. However, this room had no direct connection to 
a toilet and of course no running water. 

So we also had to accommodate our foreign "guests" here. Some of them were 
already so neglected, so incapable of taking care of even their most basic 
hygienic needs, and often so confused, that this meagre environment did not 
seem so strange to them. There were guys who obviously strove to get rid of 
all their possessions. Of course, with the greatest inconsistency, they then 
trusted that in case of any need, the necessary would already be available 
from a less "ascetically" minded neighbour. Surprisingly, some of our young 
Kashmiri patients immediately snapped at this. Perhaps they were carrying on 
a tradition according to which for many years their ancestors had been 
servants to British rulers. Or were they simply acting as routine tourist guides? 
I remember how a young peasant boy helped a completely neglected German 
"hippy" with the greatest care and perseverance to look after his few 
belongings, which he himself had repeatedly scattered and lost. Above all, 
although he himself was a Muslim, he reverently kept for his European 
bedfellow his most precious possession, the "Bhagavad-Gita", a Hindu holy 
scripture, which he thus protected from the access of other patients. 

Only gradually did I realise how to get rid of such problematic people, whose 
unpaid stay in the hospital naturally meant a great burden and responsibility 
for us, in the most prompt way. The official procedure was to report the 
presence of such foreigners in our hospital and the need for repatriation by the 
local immigration police to the Department of Home Affairs of the State of 
Jammu and Kashmir. From there the matter was forwarded to the Ministry of 
Home Affairs of the Central Government in New Delhi. Weeks and months 
could pass before the Ministry of Foreign Affairs and through it the diplomatic 
mission of the country concerned were contacted and finally someone from the 
homeland took care of these stranded people. 

In the meantime, it was sometimes possible to restore some of them to such 
an extent that they could be released into the care of their comrades. Once, a 


European youth who had been with us for too long was taken care of by a 
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religious sect whose aim was to rehabilitate drug addicts. 

Gradually, however, I realised that as a Swiss woman, other possibilities were 
open to me. While as an employee of the Jammu and Kashmir government I 
had no right to approach a foreign diplomatic mission directly, nothing 
prevented me in my private capacity as a Swiss citizen from contacting the 
embassy of my own country. On such occasions, I simply sent a telegram to 
the Embassy of Switzerland in New Delhi asking them to inform the diplomatic 
mission of the country concerned that one of their compatriots was hospitalised 
with us. This was usually followed by a telephone or written request within a 
relatively short period of time, so that the repatriation formalities could then be 
completed quickly. 

As a record achievement in this respect, we once managed to hand over a 
middle-aged Scandinavian, who was obviously mentally ill even before his trip 
to Asia, to the medical officer of his embassy at the airport in Srinagar within 
48 hours after he had been brought to us in a paranoid state of agitation. He 
was able to land in his home country after just two more days. 

He called himself a poet and was one of those hypersensitive, easily hurt 
people who feel affected and persecuted everywhere and who then travel 
aimlessly around the world in flight from their persecutors. His own identity 
was important and precious to this patient, and he could prove it not only with 
a valid passport and insurance policy, but also with an identification number 
from his national health service. This, of course, greatly facilitated and 
expedited his dealings with the authorities in his country. 

Together with one of my assistants, I was able to gain his trust by the latter 
making his consultation room available for the two nights the stranger had to 
spend with us. Since he would probably be able to leave soon, I did not much 
care to question him and explore his delusional system. However, he himself 
thawed out in the cosy warmth and security of the small room to such an 
extent that he insisted on telling me his whole story in the evening. He felt he 
was being pursued by an international gang that was particularly targeting his 
only daughter. 


When I accompanied him to the airport and the doctor who had been sent from 
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New Delhi met us there, my patient immediately pointed at him and said, 
"That's the guy who is stalking my daughter!" Despite this suspicion, he 
apparently had no qualms about entrusting himself to the care of this 
companion. My fears that he might cause him trouble on the way proved to be 
groundless. 

In another case, there were all kinds of complications and delays, despite 
quickly establishing contact with the diplomatic mission in question: When it 
was already approaching winter, a young colleague brought us a Spaniard from 
far away Ladakh. The powerfully built, bearded young man was obviously in an 
acute phase of confusion and agitation. Gesticulating animatedly, he recited 
rhythmically, choppily, in a chanting tone, something in a language that 
seemed incomprehensible to me, yet somehow familiar. According to the 
information our colleague was able to give us, this holiday traveller had 
suddenly become ecstatically excited, perhaps under the influence of the high 
altitude air (the capital of Ladakh lies at 3500 m above sea level). He became 
violent against those who tried to detain him, causing a lot of damage at the 
police station and in the examination room of the small hospital in Leh. 
Fortunately, a fellow traveller had told them that the man who was so out of 
control had suffered from epileptic seizures in the past. This extremely 
valuable information allowed me to use the most effective and at the same 
time least harmful medication right from the start. After a good night's sleep in 
one of the isolation cells, the patient was more or less sane again the next 
morning, so that we were able to find out more from him. He could hardly 
speak English, but it turned out that he had once been in Germany as a young 
artist on a scholarship and could speak some German. So I could easily 
communicate with him. "But what you declaimed last night wasn't Spanish, 
was it?" I asked. He proudly stood up and explained: "No, I am Basque! 
Memories of a holiday in the "Pays Basque" more than forty years ago rose in 
my mind. So that's where this strangely melodic and rhythmic language 
belonged! I could even remember some words and especially a folk song. This 
immediately created a feeling of connection, so that the patient gave me 


information about himself without hesitation. 
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He could not remember exactly all that he had experienced in Ladakh. 
However, he still Knew that there, in the mountain air and under the 
impression of what he had seen and experienced in the Buddhist monasteries, 
he had fallen into a religious ecstasy. He thought that he himself had become 
Christ and now had to preach the Word of God to the people. He hinted that he 
had experienced similar states of emergency before - incidentally, once during 
a mountain climb at high altitude! - He had also experienced a few ordinary 
epileptic seizures. 

Since the patient recovered quickly, we would have been able to send him 
home or let him move on within a few days. Unfortunately, however, the police 
in Ladakh had taken custody of his effects, including passport and traveller's 
cheques, and in their haste they had neglected to send these papers with him. 
So he literally only had what he was wearing on his body, with empty pockets. 
Immediately after he arrived, a premature snowfall closed the road up the 
mountains. There was no flight connection between Leh and Srinagar at that 
time. So for the time being, the young Spaniard was helplessly dependent on 
our hospitality. I had succeeded in informing the Spanish diplomatic mission 
immediately via the Swiss embassy. However, they took their time, probably 
assuming that without his travel documents and belongings, the stranded 
compatriot would have no way to leave Srinagar. Our hospital could not be a 
suitable place to stay in the long run for the now very sensible young man, 
who fortunately humbly accepted everything. It occurred to me to try whether 
help could perhaps be found in the Catholic Church. There is a bishop of 
European origin in Srinagar who is based next to a small church in a neat 
building in the middle of a well-tended garden. So I gathered my courage and 
reported there. A dignified elderly clergyman listened to my story. The only 
thing he had to say in reply, however, was, "I'm sorry, but we only deal with 
foreigners and their messages when they are dead." - A dead church that only 
cares about the dead? - Fortunately, a young European friar in a long white 
robe, who happened to be sitting waiting, had also overheard my report. As I 
was already disappointedly about to leave through the autumn-coloured 


garden, he ran after me and hopefully offered to try to do something about the 
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matter. 

Two days later, a Catholic nun sent by this brother, who worked at a small 
country hospital in Kashmir, came forward. She happened to be from the same 
area as our patient, so she could even understand his native dialect. She then 
made contact with a South American officer of the UN monitoring commission 
stationed in Srinagar, who also spoke Spanish. Together with his equally 
efficient and elegant wife, he took care of our Spaniard in an admirable way. 
Above all, with the help of the means of communication at his disposal, he 
contributed to the young man being able to fly to Delhi relatively quickly. His 
belongings and documents were finally sent there from Ladakh by military 
plane, after an attempt to send a messenger on foot through the snow to 
Srinagar had failed. 

These last two patients mentioned were, of course, not real "dropouts". They 
had both proven themselves professionally in their home countries, were in 
contact with family members and could prove their personal circumstances. 
Above all, they had never experimented with drugs. They were clean and 
decently dressed and had pleasant manners. They were fully understanding of 
the limited opportunities we could offer them.It was often very different with 
the young "freaks". One of them, a young Frenchman, had fallen into an 
ecstatic state of confusion during a stay in Srinagar, with the help of drugs, in 
which he, like the Spaniard already mentioned, thought that he himself had 
become Christ. From this, however, he drew the conclusion that he now no 
longer needed anything of what had determined his previous existence. So he 
not only got rid of his clothes, but also threw away his wallet with his passport, 
money and return ticket. Finally, he was picked up by the police, almost naked 
and completely penniless, without identity papers, lying on the ground with his 
arms spread out like a cross. 

Others of the young stranded were appalled at the squalor into which they had 
allowed themselves to fall: Tangled, matted, long hair, teeming with vermin; 
unwashed, often torn clothes with a pungent smell of sweat; skin staring at 
dirt, full of scratches, ulcers and abscesses! 


I was ashamed in front of my Kashmiri colleagues and employees that these 
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were supposed to be the representatives of the highly praised civilised West. 
On the one hand, the so-called "developed world" tries to bestow the blessings 
of Western culture - or at least civilisation! - to the still "backward" countries. 
Efforts are made to create better hygienic conditions, to make people living in 
a primitive way take care of their own physical well-being through health 
education and to promote their development into responsible individuals. And 
then, at the same time, you unleash this wave of undisciplined, neglected, 
nowhere-rooted youths, lost in their own unrealistic world, on the "Third 
World" in need of development! 

At the beginning of my work in Srinagar, we had little to do with problems of 
addiction. There were, of course, among the lower classes the so-called 
"Charassi" or "Shoda", i.e. men for whom smoking hashish had become a 
habit. They were generally known and held up as a bad example to young 
people. At most, they came to us as chronic patients in a terminal state of 
stupor and neglect. Even younger people occasionally became psychiatric 
patients through hashish consumption: In some parts of India, it is customary 
to enjoy cannabis indica in the form of a sweet or a cooling drink on certain 
festive days. If someone is given the drug in this way without their knowledge, 
and is particularly sensitive to it, they may react to a single initial dose with 
temporary confusion. In addition, there were certain patients who normally 
abstained from taking drugs, but at the beginning of a manic or depressive 
phase lost the usual inhibitions and, either to increase the manic high or to 
alleviate the depression, resorted to cigarettes containing hashish. 

Alcohol consumption hardly played a role at that time, especially among 
Muslims. We had to treat alcoholics only very rarely, and even these were 
mostly people not from Kashmir. 

Gradually, however, as the influx of young globetrotters from the West 
increased, young Kashmiris became curious to access the experiences so 
highly praised by tourists. At first, it was probably the sons of houseboat 
owners who had direct contact with this new kind of guest; later, however, the 
new fashion caught on with students from other circles. At the same time, they 


began to imitate the careless dress and disorderly hairstyles of the foreign 
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youths. Of course, one saw nothing of the hard work, the expert knowledge 
and skill with which even these foreign non-travellers had to earn their travel 
money back home at least periodically. What one could observe was only 
carefree idleness, neglect of personal hygiene, sexual promiscuity and 
addiction to alcohol and drugs. 

Already in the mid-seventies, drug addiction among young people, especially 
students, had to be seriously reckoned with. Even sons from good families 
were, after a long attempt to conceal this disgrace, brought to the psychiatrist 
as neglected good-for-nothings or physically and mentally damaged drug 
addicts. How far can more positive development aid compensate for such 
harmful influences? 

The contrast between an honest and often very strenuous effort to provide 
genuine development aid on the one hand, and on the other hand the attitude 
of those who autistically treat the remaining backwardness and freedoms of an 
underdeveloped country 

The last story may illustrate this. It tells the story of my encounter with a man 
who was a very good friend of mine and who was a very good friend of mine. 
It tells of my encounter with one of the strangest patients I have ever had to 
deal with. 


The Nameless One 


Music therapy in prison * 


At the end of November 1977, I was asked to go to the neighbouring prison to 
see a foreign remand prisoner who had been caught trying to cross the border 
illegally into Pakistan. Perplexed and disconcerted, the orderlies told me that 
the man refused to wear clothes, even in this already wintry cold. Also, 
although he is obviously not deaf and understands everything that is said to 
him, he has not spoken a word. Apart from that, he behaves inconspicuously 


and he fits in well with the prison's discipline. However, they did not know his 
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name or which country he came from. Since he would have to appear before 
the magistrate in the next few days at the distant place where he had been 
caught half-naked, without identification papers, a psychiatric report was 
needed. 

In the small room of the prison doctor, the strange stranger is presented to 
me: an approximately 35-year-old, very tall, slim man with blond hair, which - 
obviously not cut for a long time - overshadows his forehead like a frayed 
thatched roof; strikingly bright blue eyes; blond moustache and full beard; in 
his mouth, which he does not open to speak, but now and then to laugh, I see 
several gold crowns flashing. The body, only partially covered by a wrapped 
sheet, is beautifully sun-browned all over. The expression on his face is a little 
silly at first, slightly pinched, as is the case with certain schizophrenics, but 
occasionally also with a yogi in deep meditation. Later, however, after he has 
begun to react to my presence, a rather lively facial expression develops. At 
first he only responds to my questions with gestures. He refuses paper and 
pencil; on the other hand, he begins to quickly draw letters on the dark blue 
tablecloth with the 

ngers to quickly draw letters on the dark blue tablecloth. If you follow his 
movements with sufficient concentration, you can read words or short 
sentences. He expresses himself in English. But when he learns that I also 
speak German, he sometimes chooses that language. 

Yes, "language"! If all this were really spoken, you could guess from the 
pronunciation which region he comes from! The letters on the tablecloth, which 
disappear so quickly that you can hardly keep up with them, naturally have no 
"accent". So it's not much help for the detective work! 

He does reveal that he knows the names of certain famous psychiatrists, 
whether as a patient or as a co-worker, or perhaps simply by reading their 
works, is not revealed. There is some evidence that he lived in Switzerland. 
More important than getting factual information for the "magistrate", however, 
is soon for me the question of what the meaning of the silence is. The man, 
whom I have already registered on the medical chart as "Mr. No Name", helps 


me with initially puzzling but soon decipherable combinations of letters: "U + I 
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R We" appears on the tablecloth. You just have to pronounce it: "You and I are 
We." In contrast, the "They", which is crossed out on the tablecloth, is to be 
condemned. "They", that is, "you", "the others" are simply "dead", "dead"; 
they do not exist, can be ignored, or they are the great danger that makes one 
a helpless object. What counts is only the loving encounter between "I" and 
"you" who become the "we". When I utter this realisation, to the great 
astonishment of the sizeable crowd of prisoners and staff who have already 
gathered curiously around us, my counterpart applauds with amusement. I 
guessed it! 

The reason why he neither speaks nor writes on paper also soon becomes 
clear: everything flows, nothing lasts. What one says could be intercepted and 
fixed by some listening device, precisely by these "others", and what one puts 
down in writing becomes a binding document anyway. With the spoken or 
written word, one can be "taken", and when one is "taken", one becomes 
objectified, fixed, available, losing all degrees of freedom of the subject. Name 
and form - in Indian "nama" and "rupa" - deceive, lead away from the One, the 


Eternal, who is beyond all form, who simply "is". "Feeling is everything, name 
is smoke and mirrors", I quote. The nameless one applauds me joyfully. I point 
to the bystanders, some of whom are his roommates, and remark that they 
are also human beings. Do they all have to be excluded from this "we"? With 
sweeping gestures, he explains to me that they too could be included in an all- 
encompassing "we" if they understood how to stop being "they", "them", in 
any social, political or religious group. The joy he shows in this involuntarily 
brings up in me the lines: "Be embraced millions; this kiss of the whole 
world...", and as I see how this ignites, the music already breaks through. In 
the midst of the assembled convicts and prison guards, I begin to hum the 
"Hymn to Joy" from the 9th Beethoven Symphony. Even now, the nameless 
man does not make a sound, but he enthusiastically accompanies my singing 
with expressive movements of his whole body. It becomes clear to the 
bystanders that something common and unifying has come about here, in 
which they can participate a little in purely atmospheric terms, but from whose 


meaning they are largely excluded. But "I" and "you" have become a "we" in 
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joyful unison. 

In contrast to this musical climax, my report to the "Magistrate" then becomes 
quite prosaic. More than the unique experience of this strange encounter, it 
reflects the detective work that was of course also done. 

Two weeks later I am called to prison again. This time I am taken to the prison 
warden's well-appointed office. I soon realise that this is not just by chance or 
purely out of politeness. The "superintendent" has heard about the strange 
conversation and wants to see and hear for himself how it goes. Again the 
prisoner appears half-naked. This time, however, he is not wearing a prison 
sheet but a thin woollen scarf, his only possession. Without looking closely, one 
notices at first only a few coloured threads drawn in in loose stitches. Soon, 
however, the stranger begins to point to certain parts of this shawl, alternating 
with his traceless writing on a small table. And now I see that there, clumsily 
embroidered, is a whole world - his world! - is spread out. I immediately notice 
the harmoniously intertwined sign of "Yin and Yang". Probably for him a symbol 
for the "I" and "you", which are to become the "we". He himself points first to 
a = 0. Only much later do I understand that he probably wanted to mark his 
whole creation as existing and non-existing at the same time. The outlines of 
the figures are not embroidered continuously, but in small, very regular 
preliminary stitches, so that the stitch and the space in between, both of equal 
length, finally make up O again as + and -. So a strange intermediate stage 
between being and non-being, probably pointing to the dubious reality of the 
whole, so-called "real" world. On the cloth I now also recognise flowers, trees 
and primitive little stick people, as they are drawn by children. One of them 
carries a large globe on his head. I remark: "He seems to be carrying the 
weight of the whole world on his head. Is that you?" The nameless man shakes 
his head, "No, that's not me." He points to another figure, next to and above 
the globe: this litthe human has obviously become a "space-man" - a space 
traveller. It has left the burdensome world behind and beneath it and now 
floats freely in the ether, away from the things of this world, "un-conditioned"! 
In another corner of the cloth I discover a fish. But wait, it's not just one! It is 


in the belly of another, bigger fish. Of course: in this world, the big fish eat the 
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little ones! For the time being, however, I guess wrong by pointing to Jonas in 
the whale. Through signs, Mr. No Name tells me that this interpretation comes 
from the Bible, the Holy Book. 

The bystanders now want to know whether he is a Christian, Hindu or Muslim. 
He just shrugs his shoulders. I explain to them that it doesn't matter once you 
have reached a certain point. Once you reach the top of the mountain, you 
know that all roads lead there. My silent interlocutor nods and agrees. Then he 
draws a big "B" on the table and shows a "9" with his fingers, and when I don't 
understand immediately, he writes "joy". Aha, he wants to hear the movement 
from the 9th Beethoven Symphony again! 

My voice was never trained for concert singing and is actually better suited for 
accompaniment in the lower register. But I give in to the request and hum the 
"Hymn to Joy". Of course, the whole score resonates within me, and the 
nameless one, who can undoubtedly also hear the symphony's fullness of tone 
behind my meagre, single-track voice, now acts very expressively as the 
conductor of the invisible orchestra. What do the others hear, to whom western 
classical music is an unknown, closed realm? Something of the joy seems to 
resonate in them too. 

Someone mentions that it will be Christmas in 10 days. What would he like? 
How to celebrate? Well, the best way is probably now, during Advent, with 
music. I let out the first few notes of the well-known English Christmas carol 


"Good King Wenceslas went out...". No reaction. (So he can't be British, the 
detective notes.) I try "Silent Night, Holy Night...". Relaxed, relaxed, perhaps 
reminiscent of childhood, he listens. Then "Open wide the doors, open wide the 
gates...". Initially he seems alienated, but then recognition breaks through. He 
takes the imaginary conductor's baton in his hand again and accompanies my 
singing vividly with the movements of a great maestro. 

I ask him if he plays an instrument himself. No answer at first. I imitate 
playing a violin with my own gestures. The answer is a negative shake of the 
head, and then he begins to play an imaginary cello. I respond by humming 
Schubert's Trout Quintet, and again my singing merges with his movements in 


a cheerful, flowing and bouncing way. Finally, something Christmassy again: 
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Pastorale from Handel's "Messiah". This melts hard shells and almost brings 
tears. Almost anxiously, he follows my voice, watching to see if I will really be 
able, with my modest vocal range, to soar up into the silvery heights as well as 
descend into the sammet-dark depths. He breathes a sigh of relief when, to my 
own amazement, I succeed, perhaps because he has helped me so much with 
his accompanying gestures? 

I explain to him that I have an "inner discotheque", a whole repertoire of 
Western classical music, collected over years and still functioning now, after 
more than 20 years in India, with very little opportunity to renew the 
impressions. I usually "play the records" only inwardly to myself; now and 
then, when I know no one is listening, they may be made to sound once by 
humming or whistling. Today, however, these treasures are given to someone 
to hear. If you have this inner wealth, you don't need gramophones, record 
players or cassettes. After all, doesn't "recording" mean "ricordare", to keep in 
one's heart? - just as Mary once "kept and moved" the voice of the angels and 
the shepherds in her heart? And today this "recording" is done on plastic plates 
and film strips - and the heart remains mostly empty! 

I once had a camera, I tell the nameless man. It was stolen from me. I decided 
that must mean it was superfluous. I didn't buy another one. Amused, the 
nameless man gestures to me that he had once travelled the world with a 
whole bunch of gadgets. Now he has none of them any more. "Stolen?" Yes, 
stolen twice. The third time he was sensible enough to give the stuff away 
himself. And now he was free! 

In the meantime, the "superintendent" got into a discussion with his 
subordinates, as he obviously couldn't keep up with our conversation without 
words. From snatches of conversation that reach me here and there, I realise 
that someone is being scolded for not giving a prisoner the respect he 
deserves. After the discussion is over, we turn back to our strange dialogue. 
They want to know again how Christmas is to be celebrated. I explain that 
here in Europe, a fir tree, like the ones on the mountainsides, is decorated with 
candles as a Christmas tree. Mr. No Name searches on his cloth and points 


triumphantly to a small fir tree and a burning candle. I respond with, "Oh fir 
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tree, oh fir tree..." and he almost dances to follow the happy rhythm. So that 
probably means, the detective in me ponders, that he comes from German- 
speaking territory, perhaps Switzerland after all? Or at least he lived there for 
some time. 

I have received quite a number of clues today that might help to identify the 
man: He may once have been a "camera-man"; he plays the cello; he has gold 
crowns on various teeth. Today he showed me two scars: one from meniscus 
surgery, the other, on his lower right leg, probably from intramedullary nailing. 
Skier? He obviously knows various famous people: psychiatrists, writers, 
scientists. Yes, and of course I should specify the diagnosis. And if a psychiatric 
diagnosis - probably schizophrenia (that the term "identity paranoid" had 
already been coined in the West for similar cases, I didn't know for the time 
being!) - one should almost start with therapy as well!I put the question to the 
"patient" whether he was prepared to swallow medication or undergo 
injections. With an expression of disgust he refuses. He had made experiments 
with LSD in the past. But this is something else! - "What then?" I ask. He 
writes on the table, "We help each other." All right! But how? I explain to him 
that I can only visit the prison when I am called. But how will he make it clear 
to the staff that he wants to see me? It's simple! Names have their value here 
and there, even if you don't pronounce them! He gets up from his chair, 
stretches a little and measures a great height with his hand: "Up", my name! 
And how is helping to be done? Well, by turning the isolated "I" into a "we" 
with the understanding and loving "you". Very gently he touches and caresses 
my hand. One of my Swiss colleagues once explained to me that "tenderness 
begins where names end". - And you have to be very gentle with it! The 
touching must be such that it does not become a final fusion. The I and the 
you must remain free at the same time and be able to detach themselves from 
the we at any time and find each other again. Otherwise one is lost again, 
similar to being absorbed by "they", "the others". Touch could therefore mean 
all too dangerous, devouring closeness. But swinging together in the realm of 
music, perhaps each playing a different instrument or, as in our case, one 


letting the fullness of sound that exists in both of them become loud while the 
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partner marks the rhythm, that is a harmless "we". It is something you can get 
involved with. It leaves the others, who understand nothing of the melody, 
outside, but still gives them a glimpse of the mood and thus suggests the 
possibility that they, too, instead of being dead and rigid as "they", could 
awaken to life in a "we". 

True, the forensically active psychiatrist had certainly got his money's worth in 
these two "examinations" of the unknown stranger, and there was the prospect 
that by continuing this communication through music, further details important 
to identification might be explored. But was that really the most important 
thing? No, it was probably much more important that through the jointly 
experienced music a "we" had come into being in which a person isolated in his 
psychotic world could experience, at least temporarily, for a short time, a 
commonality that neither let him remain too cold and distant "outside" nor 
threatened to swallow him up in a dangerous way. I would have liked to report 
that this "music therapy", continued in a similar way, was finally successful and 
that the unknown person could be brought into a community to such an extent 
that he was willing to give up his anonymity and his silence. However, it did not 
turn out that way. Two weeks after the second visit, the "magistrate" decided 
to release his remand prisoner. However, as he was deemed "not sane", he was 
summarily transferred to our hospital, with the remark that we could release 
him after due examination and successful treatment. The "you", which had 
once proved capable of swinging in unison of an "we", thus had to become the 
representative of "they", "the others", and for them a mute, naked, nameless 
stranger, without money and identity papers becomes a problem, even a 


nuisance. 


The birds want to hold a wedding ... 


A nice New Year's present! - The nameless man from prison, without prior 
notice, was unceremoniously dumped at our "Mental Hospital" on New Year's 
Eve, with the remark that the "Magistrate" at the border town, where the man 


had been caught naked and without identity papers 2 - 3 months ago, had 
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ordered his transfer on the basis of my expert report. For the time being, the 
nameless man played "the dead man". He lay stiff and motionless on the 
terrace, wrapped in a sheet. Catatonic stupor? Deliberate manoeuvre of 
passive resistance? - There are obviously areas of behaviour in which 
stubbornness and defiance elude a person's control and then in turn dominate 
him. The line between psychotic rigidity and deliberate stubbornness is often 
difficult to draw. In any case, we used the opportunity to administer an 
intramuscular dose of a neuroleptic to our new patient. You never know... 

And now, where to put him? The best we had to offer in our modest, classless 
hospital was one of the six beds in a corner of the aforementioned small 
hospital hall. So the stranger was put to bed there, curiously gazed at by his 
roommates and also by our staff. As it was very cold, he put up with sheets 
and woollen blankets without protest and only made known his displeasure at 
the injection administered to him. 

The next morning, New Year's Day, I summoned him to my pleasantly heated 
office, with the intention of perhaps being able to loosen him up a little after a 
warm bath and a cup of tea. The condition for this was, of course, that he 
would at least wrap a cloth around himself. However, he insisted on appearing 
completely naked. Well, you have to set limits right at the beginning in such a 
case! Personally, I could have come to terms with having to sit opposite an 
interlocutor who was not only mute but also naked. However, the dignity of the 
office had to be preserved. Besides, we were in Islamic territory, where 
modesty in dress and, above all, due distance between the sexes are very 
strictly observed. So what would my staff and patients think if I let this naked 
stranger into my room? I therefore stuck to the demand that he could only 
come if he was at least minimally clothed. He, for his part, refused. So he had 
to do without his New Year's tea and the hot bath - and I had the feeling that I 
had suffered a first setback! 

This refusal to get dressed, by the way, remained one of the biggest problems 
during the whole stay. I had long since learned from our local patients that 
there is a state in which the innocence of the child is restored, so to speak, and 


it no longer matters whether one encounters each other "decently clothed" or 
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naked. As mentioned earlier, my attempts to prevent this "naked culture" 
among our patients at the beginning of summer through consistent behavioural 
drill right in the first warm days had failed so far. However, this year I had in 
mind to instruct the staff earlier and more systematically how to proceed in 
order to carry out an appropriate "conditioning". After all, the patients had to 
be prepared for their return to the community; and those who were not willing 
to appear decently dressed could not be discharged. 

And now there was this tall, powerfully built stranger, who was _ naturally 
regarded as a person of respect by everyone and whose nakedness would 
undoubtedly set an example for the other patients to follow! I tried to talk to 
the nameless man about it. But he only accused me of prudery with his 
gestures. Consideration for others obviously meant nothing to him. That his 
dismissal would also depend on whether he would obey certain 
commandments of society, regardless of whether he could personally affirm 
them, did not seem to make sense to him. Well, for the time being, there were 
still 2 - 3 winter months ahead. In his own interest, the nameless man 
remained wrapped in sheets and woollen blankets in or on his bed. The real 
difficulties only became apparent later, when it got warmer outside. 

Another therapeutic consideration was the question of how to continue to deal 
with his special method of communication by writing without a trace on the 
bedspread. A creative, spontaneous response to this, as I had succeeded in 
doing during the two visits in prison, was hardly conceivable here in the 
hospital, where I had to be the authority figure, except in rare, favourable 
moments. 

Either the silence was again a sign of a deliberate obstinacy, perhaps a 
psychopathic trait or even hysterical behaviour that was best left unnoticed. 
But one could also assume a genuine psychotic communication disorder, in 
which case the writing without traces would have to be carefully cultivated and 
taken into account as the remaining will to communicate. Even then, however, 
by being too patient with this rather circuitous method of communication, one 
risked confirming the patient in his pathological tendency and discouraging him 


from returning to the use of language. The old question: how long may and 
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can one regard a "regression" as creative and therefore encourage it? And 
when does this very allowing become the occasion for a "fixing", a staying 
behind beyond the moment when progress would be possible? 

I myself soon decided not to pay too much attention to the trackless writing. 
Considering the patient's obvious interest in communicating with me, the very 
person with whom he shared a common cultural background, perhaps a need 
for more natural and fruitful forms of communication could be awakened. 

I explained to the patient that I could not do much with slow spelling. My 
understanding of words is more immediate. While he was drawing the first 
letters of a word, my mind was already anticipating a whole word shape, and 
this then prevented me from following his writing. Besides, the matter was 
much more complicated for me than for the others: I could never know 
whether what he drew for me on the bedspread with his finger would be 
English, German, possibly French or even Latin. The concentration that would 
have been necessary to decipher his messages was usually difficult to muster 
during the ward rounds, since my attention also had to be on other patients or 
the staff. However, I made it clear to the nameless man that he could always 
address messages concerning his needs to me in a particularly emphatic 
manner through his usual channels. Through my relative indifference towards 
his "statements", I also wanted to show him at the same time that I knew how 
to respect his wish to remain anonymous and therefore did not want to show 
myself curious. 

However, my assistants and especially the medical students sent to the 
hospital for their clinical training were all the more willing to get involved in the 
interesting, unusual game. They probably learned many things that remained 
hidden from me. On the other hand, it can be assumed that they were often 
led around by the nose in their curiosity. The nameless one also played his 
game, and the communication probably served as often to conceal as to 
conceal. Just think of the principle already recorded on the embroidered cloth: 
= 0. This actually required that every finding had to be cancelled out by its 
opposite, if permanent traces where one could "take" one were to be 


prevented. 
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For the mostly illiterate fellow patients, of course, writing without traces was 
inconsequential anyway. With them, he could now have experienced something 
like spontaneous, anonymous human closeness. At first, he also seemed to 
appreciate this atmosphere of immediacy; later, however, he rather arrogantly 
made known his contempt for these stupid and intrusive roommates. His all- 
embracing love for humanity, which he had manifested at the time in prison 
through his enthusiastic conducting of the "Hymn to Joy", was thus obviously 
not entirely "classless"! 

He consistently refused to take medication. I did not want to use violence. I 
could not count on the understanding and disciplined cooperation of the mostly 
poorly trained auxiliary nurses. For these people, every stranger - and 
especially if he looks as big and strong as our nameless man! - is somehow a 
superhuman towards whom it is best to keep a respectful distance. An attempt 
to give him an injection against his will could therefore have degenerated into 
a wild brawl, if the patient had not resorted to his already demonstrated 
passive resistance. Even for physical disorders, Mr. No Name did not want to 
take medication. He did complain once of a toothache and a filling that had 
fallen out. I willingly called in a dentist and asked him to take this opportunity 
to note the location of the gold crowns and record a "status" for me 
afterwards. Such a status could be useful in identifying the unknown person. 
The patient willingly put up with the examination, but refused to take the 
prescribed tablets for the pain. He pointed to a long, wide scar that crossed his 
buttocks on one side and indicated that he had not allowed any medication 
even to heal this badly infected injury, but had only trusted nature and his own 
powers. 

Of the rather rough food prepared for our patients, he took what suited him. 
One day, however, he refused food and let us know he had diarrhoea. Of 
course, no medicine was accepted for this either. Nevertheless, in order to at 
least ensure his fluid intake, I brought him peppermint tea from my own small 
household. He gladly accepted this. Even when he had already recovered from 
the intestinal infection, I continued to bring him a bottle of it every day. 


Peppermint, however, was gradually replaced by rose hips, and as these are 
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called "rose hips" in English, the brew made from them became "hippy tea". 
Meanwhile, spring had arrived. Outside in the garden, the birds were chirping, 
and often one heard the conspicuous call of the hoopoe, poking at worms and 
grubs in the lawn with its long beak. Giving in to a sudden idea, I once recited 
during one of my visits: "The hoopoe, the hoopoe, he brings the flowerpot to 
the bride" - or was it probably "the Gugelhopf"? - As on several occasions 
when I had tried my luck with German-language nursery rhymes and songs, 
the nameless man responded with obvious recognition. So again a sign that he 
had grown up in Germany, possibly in Switzerland! 

When I had long since forgotten this little incident, one day the Nameless One 
once again drew my attention with particular urgency to his traceless writing. I 
made an effort to decipher his signs and to my astonishment read: 
"Auerhahn", in German, whereas he usually wrote in English. What does he 
want with a capercaillie? - When I did not immediately make the right 
association, he continued writing: "Hoopoe". Aha! Now I understood: another 
verse of the ditty: "The birds want to hold a wedding": "The capercaillie, the 
capercaillie, he brings the bride..." so I sang to myself. But what does he bring 
to the bride? Promptly, "Bridegroom" appeared on the bedspread, to which the 
writer insistently pointed alternately at himself and then at me. This was 
probably meant to be an invitation similar to what I had already guessed from 
other strange utterances: similar to the birds mating outside, the "I" and the 
"you", which had obviously not been completely alienated even in the new 
situation, were finally to be united into a loving "we". 

I did not quite manage to play the role of the strict superintendent 
consistently. Now and then I wanted my patient to notice that I felt genuinely 
human concern for him. One day, in such a mood, I brought him one of the 
first daffodils that had opened in the garden, still half under the snow. With the 
remark: "One Narcissus for the other Narcissus", I placed the flower on the 
bedside table. A grateful smile rewarded me for this act. A few days later, he 
tried to attract my attention with urgent gestures. He pointed alternately at the 
flower still in a medicine bottle on the bedside table, then again at his own 


mouth. At first I was at a loss as to what this meant. Was he asking if he could 
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eat the flower? When, disappointed at my lack of understanding, he was 
already preparing to write his traceless signs on the woollen blanket, I 
suddenly had an epiphany: "Hermann Hesse!" His face brightened. Yes, of 
course: "Narcissus and Goldmund", since his mouth contained so many gold 
crowns! I wonder if he meant to imply that the two of us also played such 
opposing roles in life as these famous characters in the novel. 

Again and again, scenes like this made me feel the strong unifying force that 
comes from a common cultural background. People who have been sung the 
same lullabies, who have enjoyed the same nursery rhymes, who have 
nourished themselves spiritually with the same poetry and music at a more 
mature age, live, whether they like it or not, in a common world. Not one of 
my Indian colleagues, not even a European, would have been able to follow all 
the allusions and hints that illuminated common ground between the Nameless 
One and me and wove the fine web of connecting threads more tightly. 

The medicine bottle in which the narcissus was placed bore a label with quite a 
lot of writing in large letters. On one of the next days I observed that Mr. No 
Name had carefully - "like a practised brand collector! - from the bottle. 
Separating the letters with his fingers, he reattached them to the bottle in a 
different composition, i.e. as a "collage", using the glue that was still sticking. 
It was a laborious, tricky job to which he devoted all his attention. The strange 
piece of writing that came about - for the first time something that could be 
seen as a Solid trace and could be preserved, "taken"! -I can't quite reproduce 
it from memory: However, it began: "Medicine is poison. Do not take drugs." 
("Medicine is poison. Do not take drugs."). Further down was a line: "Let us do 
it in bed." What was to be done there was, of course, already clear after his 
previous allusions! 

In the meantime it had become quite pleasantly warm outside, and one day I 
found the nameless man, contrary to my warnings and orders, just sitting 
completely naked outside in the garden. The hospital inmates did not care 
much about this. But he was also exposed to the glances of the outpatients 
and visitors. I tried again to ask him to at least wrap a cloth around his loins 


when leaving the room. The answer was a pitying, mocking smile. I obviously 
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had to admit defeat and could only show my displeasure by not paying 
attention to him whenever possible and not addressing him when he was 
naked outside. 

Since we held our polyclinic outside in the hospital garden in the summer, the 
nameless one now had the opportunity, more than before from the bed, to 
observe me at work; and this he obviously did quite intensively. Even though I 
could not yet guess what he would one day use these observations for, it was 
still quite embarrassing and annoying for me to be constantly monitored like 
this. 

During this time, Mr. No Name made two attempts to escape. The first time, 
probably just to show me that it was not so impossible to be outside in an 
Adam's costume, he simply walked out to the always open hospital gate onto 
the forecourt. There he was caught again by the guards, who were hesitant at 
first. He ran out a second time, lashing out wildly and injuring one of the gate 
guards, and finally arrived in a rather crowded neighbourhood near the 
hospital. Of course, the unfamiliar sight of the naked stranger immediately 
brought together a sensational crowd, which apparently intimidated him after 
all. With the help of the police, he was brought back to the hospital ambulance. 
Both times, on returning to the hospital, he behaved as he had done on 
admission; he lay stiff and rigid on the floor. Again we used this opportunity to 
administer an injection; this time, however, it was a depot psychotropic drug 
whose effect would hopefully last longer and perhaps influence the psychotic 
tendencies. 

Whether it was the effect of this drug or a spontaneous process or, as the 
patient himself later explained, simply the fear of being further abused and 
"poisoned" with such unnatural drugs would be difficult to decide. In any case, 
after 5 months, i.e. in June, one could notice signs of an increased need to 
communicate. First, he obtained a bamboo flute from our music master, who 
daily encouraged the patients to sing and play their folk tunes and dances. The 
first note he played was: "Must I, must I go out to the town, and you my 
darling stay here...". 


Next he took hold of the typewriter in the hospital bureau, now covered with a 
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loosely wrapped cloth. For the time being, it remained with short messages in 
which he made known his respective needs in typewritten form. One day, 
however, he wrote a long text which he had the clerks hand over to me. They 
told me that the nameless man could write very quickly and fluently on the 
machine. They had therefore asked him to help them with their work. However, 
he proudly refused. 

The text, partly quite confused, was a mixture of socio-political manifesto and 
declaration of love with a clear call for unification, obviously addressed to me. 
It was difficult to know whether he really hoped to be able to beguile an 
already greying hospital director with these blunt proposals, whether he merely 
wanted to test me on my steadfastness or whether everything was even simply 
meant ironically, only in mockery. One very much had the impression with this 
document that it represented the first outflow of a long-clogged pipe and thus 
everything had spurted out somewhat violently and still heavily clouded. What 
could be more natural than to pour out all the long pent-up feelings that were 
now tumbling out in a motley fashion in front of the one person who was able 
to understand him from the common cultural background and in whom he 
obviously also had the most trust? 

The next day he began to whisper, then to make hoarse sounds, and finally to 
speak in a strong voice, though often hesitantly at first. You could now clearly 
tell from his English that he must have come from German-speaking territory. 
Even now, I largely held back so as not to give the impression that I wanted to 
exploit the awakened need to communicate with excessive curiosity. However, 
this marks the beginning of a new phase, which I call brainwashing. 

I informed the police that the unknown person was now talking. A senior police 
officer came with some of his subordinates. As they told me afterwards, the 
stranger gave his name and even the number of the passport he had thrown 
away. I myself made no effort to obtain information about these details. I did 
well to do so. The nameless man complained afterwards that they had taken 
away the last thing he had, namely his "identity". After all, this had still been 
preserved in his memory and had not been completely erased, as he had 


previously portrayed it. 
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From his communications in the following days, one could gather that he was 
indeed originally from Germany, but had later acquired American nationality. 
The rest of the information often seemed to serve more to conceal identity 
than to reveal it. He claimed that his parents had perished in a concentration 
camp and that he himself had grown up in various places of care, probably 
including Switzerland. Although he had initially stated that he was single, he 
once told me in a tender tone about a young son, apparently illegitimate, 
whom he was worried about. Soon afterwards he explained that he had been 
married but was now divorced. Then again he claimed to be a husband and 
father of two children. With the pride of a multiple escapee, he once stated to 
me that so far he had either been chased away from every place that was 
supposed to be his "home" or had run away himself. This statement was 
perhaps the most believable! Also quite believable was his account of a hunger 
strike he had staged at an American university where he was to do a 
doctorate, presumably in sociology or social psychology. He knew details about 
internationally known lecturers at this university and their behaviour towards 
him, the rebel, that could not simply have been invented. 

Although I had communicated all that I had gathered in painstaking detective 
work to the police authorities, and although they now also had precise 
information of which I was unaware, apparently little was done to lead the 
nameless man back to his homeland. I myself did not care much about his 
identity: if he wanted to be experienced "only as a human being" in all 
immediacy, nothing should stand in his way from my side. However, I could not 
help thinking that somewhere in the world, perhaps in my own country, 
relatives had been worrying about him for months or even years; that parents 
were missing their son, a wife perhaps her husband and children their father. A 
man who had obviously made it once in his life - where else did he get the gold 
crowns in his teeth, the opportunity to ski and play the cello, the familiarity 
with European cultural heritage, the aspiration for a doctorate? - couldn't just 
disappear like that without being missed somewhere! In view of this, and of 
course because we could not keep him in our poorly equipped hospital 


indefinitely, I had contacted the Swiss embassy in New Delhi right at the 
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beginning of his stay, asking them to inform other German-speaking diplomatic 
missions. Inquiries were made from there, but without success. 

During my psychiatric training in Switzerland, I had learned many years ago 
that a director of an institution can learn more from his patients and often help 
them more if he makes his rounds alone. In India, too, I had mostly tried to 
live up to this example. Here in Kashmir, however, such a thing was apparently 
not compatible with the dignity of a superintendent. At least during the official 
morning round, the whole "tail" of the doctors, welfare officers, head nurses 
and ward orderlies had to run along. So I had to make my visits to Mr No 
Name, who now covered at least the most critical parts of his body with a 
cloth, mostly with this company. A few days after he began to speak, I noticed 
that he used this opportunity to embarrass me in front of my subordinates in a 
rather sophisticated way and to question or even ridicule all my behaviour, 
which he had obviously observed closely for so long. At first I took it calmly, 
based on the experience that long-time silent catatonics have to let out the 
accumulated "dirt" first when they thaw out. I also knew about the need of 
some schizophrenics, especially the paranoid ones, to do to another person 
what they themselves constantly feel persecuted and tormented by "the 
others". At the same time, they hope that in this ordeal they will be able, if 
possible, to catch or virtually steal from the chosen victim something of the 
powers that they themselves lack, but which enable this other person to find 
his way in life. 

Within the limited framework of regular psychotherapy, one is readily prepared 
to make oneself temporarily available as a proxy victim of such tendencies, so 
to speak, always knowing that the attacks are not actually directed at oneself. 
However, I had never made any explicit agreement with Mr. No Name about a 
psychotherapeutic situation. Quite apart from the fact that I would not have 
had the time to deal so intensively with a single patient, he himself would 
probably never have accepted an offer of therapy, since he obviously lacked 
insight into his "being ill". So now he allowed himself to act out what is 
otherwise only acceptable in the protected, discreet playground of 


psychotherapy, in an area that belonged to the common reality for others as 
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well. The game became a serious situation, so to speak, and this naturally 
meant an almost unreasonable burden for the poor victim! 

However, the attacks did not continue consistently. On the day after a cold 
shower, the nameless man could suddenly be surprisingly amiable, even 
inquiring anxiously about my personal condition or alluding to our cultural 
affinity in ways that were incomprehensible to the others present, or even 
joking happily. As soon as I felt a little safe and hoped that maybe the goitre 
had been emptied, another blow came, in English, so that all the bystanders 
could understand what he was saying against me. 

At first it was only about "anti-psychiatry" in general: psychiatry was an 
immoral money-making scheme. In order to make a fortune, poor people were 
declared mentally ill and then subjected to harmful treatments. I, too, was only 
here to make money. He could not answer my objection that I could earn much 
more in Europe than here, and that I had not even received the modest salary 
I was entitled to for months. The next attack was about the fact that my work 
here was unethical, in that I exploited the situation of my patients in order to 
obtain "emotional satisfaction". I probably wouldn't have anyone else in the 
world to love me or to love. That already hit deeper. Every psychiatrist, even 
every doctor, must always ask himself and check whether he is not exploiting 
his patients’ distress for his own purposes, however noble. Years ago, even 
before I knew the psychological concept of "sublimation", I had already come 
up with the idea of "noble selfishness", i.e. the insight that even the most 
morally and ethically superior behaviour, in addition to all altruism, is also done 
for the sake of one's own self and its best possible development. The 
accusations that were thrown at me, again in the presence of my subordinates, 
went far beyond what I had admitted to myself. Did he not see that it cost an 
overcoming to greet these awkward, rough patients, with their often unclean 
habits, with so much respect, perhaps even love, every day? that they did not 
shun my presence, but spontaneously approached me and proved their trust 
and affection by tenderness or by what I called "the poor man's gift", namely a 
massaging of the legs or arms? 


At the next onslaught, again after a few days of quiet, he took aim at my effort 
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to have a few kind words ready for each patient on my rounds, or even to 
engage in relaxed conversation. What was the point of that? Giving a few 
banalities in front of everyone, which were not meant seriously! Anyone could 
do that! Of course, my function as a "development worker" in a foreign country 
was also scrutinised. He attributed dishonest motives to me and in the 
presence of the local employees he demanded that I leave the country as I had 
no business being here. Then again, his disparaging remarks were directed at 
my clothes or the fact that my face and hair showed signs of ageing. In short, 
no good thread was left on me. 

Gradually, this cat-and-mouse game was getting on my nerves, or rather on 
my mind. I could see that my subordinates and co-workers were also 
embarrassed by these scenes. I knew that they talked about it among 
themselves and wondered how I could stand it. Over time, however, these 
constant attacks could undermine my position, all the more so because the 
younger colleagues did not always perceive my presence as something 
positive, but also as an obstacle on their quick way to high posts. Above all, 
however, these constant nagging and suspicions had a depressing effect on me 
personally. I had no one with whom I could speak freely about it. What 
remained was the daily "abreaction" in the evening while gardening. About two 
weeks after the evil game had begun, I had an epiphany: 

Wait, what this man is doing to me is "brain-washing"! This is exactly how you 
undermine a person's trust, how you systematically push him into self-blame 
and depression! You rub accusations into your conscience that have a tiny 
grain of truth or at least possibility in them. Then you let go as if nothing had 
happened, perhaps offering more favourable conditions or praise, even asking 
for forgiveness for the "misunderstandings", only to strike out again all the 
more forcefully. In the process, one constantly tries to force the other person 
into a so-called "double-bind" situation, i.e. a "predicament" from which one 
cannot get out because every answer one could give betrays one and lets the 
other person triumph! Yes, I must have literature on that somewhere! Let's see 
what the communication theorists have to say about it. When I first visited him 


in prison, hadn't the nameless man drawn the names of psychiatrists who 
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belonged to this school and who had written about "mystification" and "the 
effort to drive the other person crazy" on his tablecloth without a trace? I had 
let him know at the time that at least two of these colleagues were known to 
me personally. Where and how I had met them, however, remained my secret, 
which Mr. No Name had tried in vain to uncover. 

So now I read up in a relevant work [18]: The prerequisite for such diabolical 
play is that the two participants must be in a relationship of mutual 
dependence or at least live together in a common situation. Furthermore, the 
"Inquisitor" must be sufficiently informed about his victim. - Through my 
reticence, I myself had admittedly provided my torturer with little in the way of 
material. However, I knew that he had questioned colleagues, employees and 
students about my professional and private circumstances. Above all, he had 
had the opportunity to observe me at work from close quarters every day for 
the past five months. Moreover, there was this common cultural background 
that allowed him to assess which were the highest values for me and thus to 
know where and how he could hurt me most sensitively. 

In the book in which I found the various techniques of brainwashing described, 
the way out of the entanglement was also indicated: Not to remain in the 
communication, i.e. not to refer to its content, but to go into the so-called 
"metacommunication", in other words to point out what the other person's 
communication is intended for or from which relationship it originates. 
Furthermore, it was recommended to reveal as little as possible of one's 
feelings and reactions to one's partner, to leave everything in the dark, to give 
cryptic answers in order to try to "mystify" the partner. 

Solidified by this insight into the evil game that Mr. No Name obviously wanted 
to play with me quite deliberately and with a great deal of expertise, I dared to 
visit him alone on my evening round. To my amazement, he offered me, in 
quite a sympathetic voice, his "apologies" for what he had indulged in during 
the morning round. Was this again just part of the cruel game? The phase of 
letting go so that one can grab again all the harder afterwards? Or had he 
really realised himself that he had pushed it too far? In any case, I could now 


see the matter with more distance. I told him that I would have to think about 
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the matter and that I would give him my answer - namely whether his 
"apology" was acceptable to me - tomorrow. 

The next day I told him in a short letter that I had seen through his game. I 
tried to explain to him the difference between a mere "apology", i.e. a 
"rejection" or a "retraction" on the one hand, and a real forgiveness that comes 
from the heart. I pointed out that according to his philosophy, yes = O. Thus, 
his temporary kindness or even the "apology" offered yesterday was only 
aimed at annulling what had happened by pulling it into the opposite direction. 
However, he himself had once said that injuries leave their traces, which often 
have to be borne for a long time. Finally, I mentioned that I had no clear way 
of letting him feel whether I really forgave him from the bottom of my heart - 
and for me that does not simply mean "forgetting" or "erasing", but rather 
spreading the mantle of love over the other person's shortcomings! He is out 
to distort everything I say. If I were to assure him of my forgiveness, he would 
criticise me again because I could not bear hostility and had to buy love at any 
price; but if I refused to forgive him, he would accuse me all the more of hard- 
heartedness. The only thing left for me to do, therefore, was to leave him in 
doubt about it. In case he insisted on an answer, a Margrite was enclosed. He 
could question her. I myself would not have counted the petals. But that didn't 
matter, since the result of the flower oracle depended anyway on what he 
started counting. 

Apparently I had succeeded in "mystifying" him, so that he behaved rather 
gently and meekly over the next few days. Smaller, more joking banter still 
occurred, but now more when I visited him alone, and no longer at the "big 
round". I was always careful to frustrate his strategies by pointing out wrong 
or incomplete information, by keeping him in the dark about my reactions, or 
by baffling him with some cryptic remark or even a joke. Finally, he once 
exclaimed almost in exasperation, "You're a hard nut to crack! What am I 
going to do?" Answer: "Perhaps you could play the Nutcracker Suite!" - "Oh 
yes, Tchaikovsky!" With that, the tension was released. 

After a few days, however, the old desire to torment flared up again, again 


during the morning round together: "Yes, you middle-aged officials," he began, 
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addressing me again, of course, "you have a big mistake. You can never take a 
holiday because you think you are indispensable. I've been here so long now 
and I've never seen you take a holiday." This time I had a prompt reply ready: 
"Excuse me, your information is wrong. I will be going on holiday to 
Switzerland in three days!" That worked! In a completely different tone, he 
exclaimed longingly, "Oh, Switzerland! They have such good strawberry tarts 
and BirchermUuesli there! Please say hello to dear old Father Rhine!" 

In view of my absence, I had already sent another letter to the police 
authorities a few days ago, informing them of the developments of the last few 
weeks and urgently recommending that a change of environment be arranged. 
I feared that during my holiday the Nameless One might choose someone as a 
victim who would be less well-armed against his attacks. Above all, however, 
our "patient" had for some time now been fulfilling the conditions that had 
been set for his release: he had made his identity known to the police; he had 
begun to speak, and he at least covered himself with a makeshift cloth when 
he was outside the hospital room. Before I left, I received a telephone 
message from the police saying that they were trying to hand the man over to 
the diplomatic representation of his home country. 

This should have been the end of the story. However, things turned out 
differently, so that another section has to be written, the subtitle of which is 


Don Juan on Pilgrimage 


should read: 

When I came back from Europe after a few weeks, I was very surprised to 
meet Mr. No Name as the first person when I entered the hospital. "What? 
They haven't made arrangements for you to leave here yet? I had everything 
prepared for your discharge!" I exclaimed. He now spoke more calmly and 
reasonably than before and informed me that nothing had happened in his 
matter during my absence. On the other hand, he complained that my 
representatives had given him forced injections, apparently not without 
success! Contrary to my fears, he had not brainwashed anyone, presumably 


because the game is only possible and interesting if you know enough about 
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your victim, and that was only the case with me. 

I shared his concern about his situation and admitted that there was actually 
no reason for him to stay here any more, since he had fulfilled all the 
conditions for his release. But where to take him if the police authorities did 
not want to help? 

Then I had an idea: in about two weeks, the annual pilgrimage to Amarnath 
would begin in Kashmir. Hundreds, even thousands of pilgrims, mainly 
"sadhus" from all parts of India, in all possible and impossible guises, would 
make the long, arduous journey high up into the mountains to worship the "ice 
lingam" (an ice stalagmite shaped like a phallus, the symbol of Shiva, the 
destroyer in the Hindu trinity of "creator, sustainer and destroyer") in a cave, 
fully grown at this time of year. He would fit in perfectly with the crowd of 
these often bizarre-looking pilgrims, some of whom come unclothed, smeared 
only with ashes. Besides, one of our doctors, who got on well with Mr No 
Name, was assigned to help with the medical service for this pilgrimage. 
Having opened up this possibility to No Name and met with his approval, I sent 
an ultimatum to the police authorities: If I did not hear from their side by a 
certain date, I would take the liberty of sending the nameless man on the 
pilgrimage together with our "Medical Officer". He had promised to report to 
the aliens police after his return, who could then do with him what they 
thought was good. 

There was no objection from the police. So we were free to release our long- 
kept strange guest. As we parted, he said to me, with a trace of human 
warmth, "I'm sorry I tormented you so. I saw that you were holding on bravely 
alone in a situation that was not common and difficult among these patients 
and staff, and I wanted to know how that was possible and what kind of forces 
were behind it. You have something that I lack." 

For my part, I remarked, "I guess this is now the first time you've walked away 
from a place you've made your home without being chased away and without 
running away yourself." - "Yes, really, it's true," he replied. He declined my 
offer to give him at least minimal equipment for the pilgrimage. As he had 


come, barefoot, only lightly covered with a wrapped cloth, he left the hospital. 
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After two weeks, our medical officer returned and reported on the strange 
pilgrim's fate: he had already joined some "hippy-girls" at the first camp. 
However, they soon got tired of him, as he was only interested in "night shift" 
and was not at all willing to help with collecting wood, fetching water or 
cooking during the day. Afterwards, he had still seen him in the crowd now and 
then. As far as he knew, he had actually reported himself to the police on his 


return, who had then let him go free. 


About four years later, I spent a short time at the very American university 
where the nameless man had allegedly once studied and then staged his 
hunger strike. I tried to find out whether they remembered this strange fellow. 
The lecturers I met confirmed that something like this had happened years 
ago, but could not give me any details. On the other hand, a lady present as a 
guest pricked up her ears when she listened to my report. She told me that her 
son, on a recent trip to India, had met a man on a southern seashore who 
exactly matched my description. When he found out that the young American 
came from that university town and also studied there, he obviously tried to 
take advantage of this "common cultural background" to play his cruel game of 
"brainwashing" with him, just as he had done with me. 

of "brainwashing" with him. However, since the boy was not forced by 
circumstances to put up with him, as I was at the time, and since he was also 
soon travelling on again, there was of course not much he could do. What I 
could hear from this lady left no doubt that it really was our Mr. No Name. So 
the only thing he had learned in the meantime was apparently that nudism is 
more pleasant and undisturbed on a southern beach than in the snowy 


mountains of a Kashmiri winter. 
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Concluding remarks 


Like Mr. No Name, some readers may have wondered how I, alone in a foreign 
land, could persevere in all the difficult circumstances described and, despite 
all the obstacles, build something positive. I often grabbed my head and asked 
myself what kind of miserable masochist I was for putting up with all these 
difficulties, disappointments and humiliations. 

Compared to other "development workers", I certainly had to cope with special 
problems in my position in Kashmir, and also in earlier posts. Usually, a 
foreigner from the West who wants to make himself useful in a developing 
country works within the framework of an institution or at least a group that is 
under the patronage of his own country or an international organisation and is 
also financed from there. This in itself gives one a certain security and support. 
In addition, however, in such a situation one usually has a great deal of control 
over the organisation of working conditions and also over the selection of staff. 
You have people around you with whom you can discuss difficulties and contact 
experts from whom you can get advice and have your actions confirmed. 
Above all, you can set yourself certain goals and pursue them as consistently 
as possible. The disadvantage may be that these goals are not always realistic. 
However, since one's own organisation shields one to some extent from too 
direct contact with the harsh realities of the host country, it can take a long 
time before one notices this. One may thus succeed in creating a small 
protected area of order in which one can feel quite "at home" within a milieu 
more or less transferred from the West. However, how far one can really 
promote "development" in the sense of a wholesome progress appropriate to 
the country concerned, suitable for general dissemination and lasting, is 
another question. 

Concepts such as "felt needs", "own determination of priorities" on the part of 
the local population, "help for self-help", "sustainable development" have not 
only become buzzwords for development aid - or aS we now Say in a less 


patronising way, "development cooperation" - but also quite successful 
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principles of action in recent years. 

I myself worked for almost 6 years at the beginning of my work in India, 
together with some foreign staff, at a psychiatric institute that was under 
Western patronage. Later, I also tried out for a few months what India looks 
like from the perspective of a "consultant" of one of the big international aid 
organisations. In the long run, I could not feel comfortable in either situation. 
As soon as I arrived in India, I was introduced to the then Minister of Health, 
the Rajkumari (Princess) Amrit Kaur. She explained to me that the Indian 
government would much prefer foreign doctors who want to work in India not 
to shut themselves away in their own institutions organised and financed from 
the West. Instead, they should work in the midst of their local colleagues and 
on the same terms as them, under the conditions prevailing in the country, to 
build up the health system. 

With the exception of the two foreign patronage positions I have just 
mentioned, this was also the pattern for all my other assignments in India (see 
compilation on activities in India, page ...): alone as a foreigner among Indian 
colleagues, usually in a leading position, but still bound by the limited material 
possibilities and the existing regulations, responsible to Indian authorities and 
dependent on getting along with the existing staff, subordinates and students 
without having much say in their selection. In the process, one repeatedly 
encounters obstacles and limitations that one must, in all modesty, simply 
come to terms with. 

What I have told about my work in the "Mental Hospital" in Srinagar may 
remind some readers of episodes from the "History of Psychiatry" in Europe, of 
times when some significant advance was made in the understanding of the 
causes of mental disorders and in the treatment of the mentally ill, such as 
Pinel's daring release of his patients from chains and cells in Paris in the middle 
of the 18th century. However, if such an advance is made "autochthonously", 
within one's own culture, one may assume that the initiator was entitled to 
conclude from his observations of the sick that they were mature and receptive 
to it and that he could also assume the necessary willingness to cooperate on 


the part of his employees and subordinates. This is different if one wants to 
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import innovations into another culture. If one sticks to the principles and 
methods acquired in one's own, more advanced country, one soon feels that 
not only the patients but also the staff are overtaxed. In addition, what one 
may achieve with effort quickly collapses again as soon as the foreign 
stimulation and support fails to materialise. 

If one tries to be realistic and adapt to the situation in the developing country 
for the time being, this requires an extraordinary amount of patience and 
humility. The constant feeling of not being able to give of one's best and 
instead being "used" and "exploited" at a level and in a role with which one 
does not really want to identify has a disappointing and exhausting effect. One 
constantly feels the gaping distance between the image one has of oneself, or 
at least would like to have, on the one hand, and the completely different 
perspective from which one is seen by those seeking help, on the other. I often 
thought to myself that this might have been what happened to Christ, and 
perhaps to some "prophets", when the crowds demanded feeding and healing 
miracles from them instead of listening to their lofty teachings. "Incarnation" in 
this sense would mean the willingness to approach and dedicate oneself to 
one's fellow human being in that way and on that level which can be 
understandable and meaningful to him, regardless of whether one can thus 
reach one's own higher aspirations and feel recognised and acknowledged in 
what one would actually ideally like to be. 

So what were the forces that helped me to persevere in this situation? 

I was not inflamed by any missionary zeal, at least not a religiously inspired 
one. Within my profession, of course, I had high ideals: the endeavour to see 
the human being in every sick person, no matter how confused, no matter how 
much mentally and physically degenerated, and to restore a little of the lost 
dignity in him through the way I met him. In this respect I was able to follow 
impressive role models. I would like to mention above all my former boss, John 
E. Staehelin, and his later successor, Paul Kielholz, to whom I owe most of my 
training at the psychiatric university clinic in Basel; then Manfred Bleuler, who 
worked in the same spirit. However, I only got to know the latter personally 


during my holidays in Europe. His father's famous psychiatry textbook, 
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however, faithfully revised again and again by his son to the latest state of 
science, had long since become authoritative for my work. It was a special 
pleasure and satisfaction for me when occasionally visitors from home stated 
with some astonishment that one could feel something of the spirit of solid, 
humane Swiss institutional psychiatry in our hospital in Srinagar, despite many 
deficiencies and backwardnesses. 

In addition, I was always anxious to realise in my professional work the 
insights into the nature of the human being that "Daseinsanalyse" had 
imparted to me. Its application to the fields of psychiatry and psychotherapy, 
as elaborated by Medard Boss (Ref. 1), with whom I had been on friendly 
terms since the beginning of my stay in India, is particularly well suited for 
work in a foreign culture. This teaching, based on the thinking of Martin 
Heidegger, demands unconditional openness to the patient and a willing "being 
there" for him, no matter at what stage of development he may be. The 
danger of overlooking or misinterpreting the actual problems of the patients 
and their environment in the search for postulated connections is significantly 
lower than with a more narrowly formulated theory. This attitude therefore 
allowed me to be open to the many new things in the foreign country and 
stimulated my zeal for research. 

After all I have told you, however, you will be able to estimate how little time 
was left for such research and reflection in addition to all the other tasks. Yes, 
even the opportunity to simply "be there" for the patients was all too often cut 
short by other duties. Yet what spurred me on the most was probably the 
desire and joy of pioneering work, combined of course with a good dose of 
persistent will to persevere, i.e. the attitude that the Swiss describe as: "Nid 
lugg loh gwunnt". 

When I think about it now, it seems to me that what was involved above all 
was an endeavour or even an urge to bring order into a chaos, to align a mass 
of inert or mutually contradictory elements by means of ordering forces in such 
a way that a coherent "organism" emerges that becomes active towards a 
goal. The joy of setting in motion and pursuing such a process of "organising" 


probably played a role not only in my "development work" as a whole, but also 
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in dealing with each individual patient. Even with an illness, whether it may 
express itself physically or psychologically, there is basically a "disorder". 
Therefore, everything that can restore the disturbed order is healing. What is 
called a special healing power in a human being is probably above all this 
ability of one who is himself harmoniously ordered to realign, through his 
ordering powers, what is disturbed, disordered or chaotic in other people in 
such a way that it can fulfil its function and its meaning. 

In the course of my work, I was occasionally astonished to discover that I was 
often not as tired and exhausted as one might have expected given the effort I 
had put in. One will perhaps smile doubtfully when I say that it often seemed 
to me as if the patients were giving me strength. 

Of course, one will admit that the progress to be noted in a sick person gives 
One pleasure, even that, in a somewhat more philosophical view, it is the 
patient who gives one the opportunity to play the chosen role as a helping 
doctor or even to fulfil the meaning of one's own existence. It seems to me, 
however, that something is happening beyond that. 

I think one of my Indian colleagues, Prof. Vidya Sagar, also knew this. This 
psychiatrist, who sadly died a few years ago and worked in Punjab, was so well 
known for his self-sacrificing devotion to his patients that he was often called 
the "saint of Indian psychiatry". He did not mind sitting in his consultation 
room till 01.00 or even 02.00 at night in an effort to find enough time for each 
patient. Of course, he went back to work bright and early the next morning. 
When asked if this did not tire him, he used to say in his modest way: "No, on 
the contrary, I feel refreshed by it!"Is it probably the case that at least in 
certain mentally ill people, especially among mentally less developed people, a 
surplus of raw, untamed forces breaks out, which they can no longer control? 
Does something then flow to the person who knows how to direct these forces 
back into orderly channels, which can increase hiS own reserves of "raw 
material"? A mysterious transfer of forces between the one who heals and the 
one who needs healing is something that most traditional healing methods take 
for granted. However, it occurred to me once when I wondered about the 


peculiar behaviour of one of my patients (see also ref. 11) that forces do not 
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only flow in one direction from the former to the latter, but perhaps also in the 
opposite direction. 

This small, daintily built and very agile elderly man, custodian of a Hindu 
temple, who suffered from manic-depressive fluctuations, placed his bare feet 
on my own feet, clad only in open-strap sandals, in a sudden impulse during 
the consultation and asked me to place my hands on his head. He remained in 
this peculiar position for some time, and then took his leave, obviously 
satisfied. I wonder what he had in mind? Suddenly, the image of a modern 
technical device for "kidney dialysis" rose in my mind, the mechanical 
purification of the blood of a seriously ill kidney patient, poisoned by waste 
products that had no longer been excreted. The patient had obviously not only 
hoped for a transfer of my own healthy energies from me, by establishing this 
"common circulation"; at the same time, he probably also aimed at a 
purification of his forces or juices that had become disordered, which he 
wanted to conduct through me in this way. Something similar is said to happen 
when an Indian "guru" lays his hands on his disciple's head in blessing, while 
the latter humbly kneels and touches his master's feet. 

So there were obviously opportunities for me to renew my own strength from 
certain sources, even if sometimes, as a result of administrative sloppiness, 
the material compensation in the form of the modest salary did not arrive for 
months and official recognition also flowed only sparsely. As for gratitude, it 
could occasionally be felt from the patients in the form of a look or a 
handshake, but it was rarely expressed in words. 

Something that many Indians are very surprised about is the need, or at least 
the custom, of Westerners to thank people so often and so explicitly. "For us, it 
is not necessary," a co-worker once told me at the beginning of my stay in 
India. "We can sense how the other person is feeling even without words." 
Well, this close empathic connection I also came to know and appreciate over 
time as something beautiful, at least when dealing with certain sensitive and 
trustworthy people. Later, however, I realised that this apparent "ingratitude" 
of the Indians, which is often so irritating to Europeans, may have other 


reasons. 
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Long before I came to Kashmir, I had already run a modest medical emergency 
service for the illiterate mountain farmers there during a stay in a remote place 
in the Himalayas. There, too, I hardly ever received anything that could have 
been understood as thanks for this free service. Occasionally, an elderly man 
might point his hand towards the sky and murmur one of the many names 
Hindus have for the supreme omnipotence. In other words, a gesture roughly 
equivalent to what the German-language "Vergelt's Gott!" originally meant, 
namely, "I am not in a position to repay or thank you for what you have done 
for me; may the Almighty therefore repay you!" 

However, an explanation that I heard from time to time from those seeking 
help went even further: "You should actually be grateful to us," they said, "that 
we are giving you this excellent opportunity to earn merit from the Almighty! 

I later heard similar arguments occasionally in Kashmir. Among Muslims, 
however, it is usually much more likely that the absence of explicit expressions 
of gratitude has other, less noble reasons. I have already described that in 
one's social relations one risks getting caught up in a whole network of mutual 
obligations, debts and expectations. Everyone is out to keep their balance 
sheet as secret and opaque as possible to others, but for themselves they 
seek, as best they can, the security of having "assets" from at least certain 
quarters. 

In this system, gratitude has no place. The one who benefits from a certain 
transaction would only embarrass himself and let the partner know that he 
himself is now indebted to the latter. The one who has rendered a service to 
the other, however, would be deprived of the possibility of later demanding 
repayment of the debt incurred from the partner in his own time and in his 
own way by a grateful acknowledgement that would make up for everything. 
Even when one brings a gift to someone, it is customary to place it 
somewhere, as unnoticed as possible. Neither may the giver inquire whether 
he has made the right choice, nor is the recipient expected to reveal anything 
of his joy and pleasure, or even to express his gratitude. The gift is of course 
entered on both sides in the "secret bookkeeping" on one side or the other; an 


emotional response to it should, however, be avoided if possible. 
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As a Westerner, this behaviour is perceived as cold calculation, which actually 
makes any spontaneous giving and any heartfelt thankful receiving impossible. 
For the locals, however, these mutual obligations seem to be the glue that 
holds the community together. 

Under such circumstances, the occasional glow on the face of a recovered 
patient or their relatives has to be enough. However, the nicest thing I heard in 
explicit recognition of my service was the comment: "You are prayed for in all 
the mosques!" 

In the course of my 10% years of service in Kashmir, we had registered over 
20,000 new patients. These were indeed "patients", not "cases" or 
"consultations", as is usually the case with the apparently impressive statistics 
of Indian outpatient clinics. So we tried to register each patient only once. 
Even if someone came back only after years, the old medical history was 
retrieved and continued. Of course, this often took a lot of effort, as the 
patients had often lost their polyclinic card, could only give very vague 
information about the time of previous consultations or could not give any 
information at all, or even tried to hide the fact that they had visited us before. 
If one takes into account that only a few of our patients were not from the 
Kashmir Valley, such as the already mentioned stranded tourists, students from 
out of town and occasionally members of the border guard troops or other 
military units, this figure means that in 102 years we psychiatrically examined 
and treated about one for every 125 inhabitants of our catchment area. For the 
periphery, which is sometimes around 100 kilometres away, for Ladakh even 
several hundred kilometres, this ratio may have been around 1:200 or even 
less. On the other hand, one may assume that in our immediate surroundings, 
i.e. in Srinagar itself, every hundredth or even eightieth inhabitant was once 
Our patient. 

Of course, these figures are far from being a reliable measure of the 
"prevalence" - the current prevalence - of mental illness. Nevertheless, 
according to certain calculations, one can assume that at any given time at 
least one out of every 40 or 50 mentally disturbed persons presumably present 


in the population was under our treatment, while for India as a whole it was 
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estimated at that time that only one out of every 100 potential psychiatric 
patients had the opportunity to find the necessary professional treatment. 
During these years of construction, we had succeeded in achieving relatively 
good psychiatric care in this mountainous region, which was backward in many 
respects. As already mentioned, this was mainly due to the propaganda of 
satisfied patients and their relatives. This is probably something that counts 
more than any formal official recognition! 

Even today, after I have been "retired" for years, former patients still tell me 
that they remember with gratitude what I tried to do for the psychiatric 
hospital and thus for the whole population. However, there is always the regret 
that much of what I had built up crumbled again after only a short time. 
Especially in view of the civil war in Kashmir, which has been going on for 
years, it can be assumed that the old disorder, indolence, indifference and 
exploitative selfishness prevail again in the hospital and in the polyclinics. 

Early on, in my various activities in India, I had to realise all too clearly that 
rarely does something that one achieves with the greatest effort last beyond 
the time of one's own work. The jungle lurks at the edge of the patiently 
cleared clearing. With incredible speed and tenacity, it pushes forward again as 
soon as vigilance and effort let down. In Kashmir, I was able to experience this 
not only in my professional work, but quite literally in the care of my small 
garden: a short holiday absence was enough to let the wilderness or, in a dry 
summer, the desert take over again. Nevertheless, it was always important not 
to despair and not to give up one's efforts. 

For the Hindus, the symbol of the power that always creates new life from the 
products of decay, putrefaction and swampiness is the lotus plant (Fig. 9): 
from the swampy morass at the bottom of the lake, it is able to absorb 
nourishing forces with its rhizomes and transform them into the radiant beauty 
of the delicate blossoms. Born from the darkness and heaviness of dense and 
unformed matter, it struggles its way up through the murkiness of the water to 
strive in all purity towards the light of heaven. 

"The madhouse on the lotus lake"! - perhaps it is no mere coincidence, not 


simply a designation of location, nor mere showmanship that I have brought 
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these two things, apparently so distant from each other, together in the title of 
this book. There are mysterious relationships between the forces symbolised 
by the lotus and what can be achieved at best among the mentally ill, those 


who have gone astray, the immature, and what can also be won for oneself. 


Baba Darya Din, Kashmir 

May - August 1984. Erna M. Hoch 
Newly revised: 

Carnago/TI, Summer 1999/2000. 
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Glossary of medical and psychiatric terms 


Affective psychosis 

Group of forms of mental illness in which changes in the affects (feelings, 
moods) are prominent, especially in the form of extreme deviations into 
depression (sad, depressed, constricted mood) and mania (cheerful, Hoch- 


spirited, wide-open mood). (See also "manic-depressive", "maniform"). 


Anorexia mentalis or nervosa 
Anorexia - actually "lack of appetite" - because it usually occurs in girls during 


puberty, also called "pubertal anorexia". 


AntiPsychiatry 

In the 1960s, especially in Italy (Basaglia), active movement against any 
confinement and paternalism of the mentally disturbed. Psychiatric clinics and 
hospitals were to be closed and the patients - if deemed necessary - placed in 


general hospitals or open rehabilitation homes. 


Association, free 

The most important element of the psychoanalytic (see below) research 
method and therapy: no barriers or direction should be set for the free 
wandering of thoughts. It is expected that in the process, contents from the 
"unconscious" will force their way into consciousness and can point the way to 


so-called "complexes" (s.d.). 


autistic 
Psychological deviation, first described as a clinical picture in children in the 
1940s (L. Kanner), but already described around 1920 by Eugen Bleuler as a 


one-sided, self-centred attitude alienated from reality. 
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Obsession 
Pre-scientific explanation of certain mental disorders by the influence of 
"spirits" who take up residence in the patient, speak and act through him or 


direct and control him from outside. 


Cannabis indica 
Variety of hemp from which the substance tetracannabinol, known in India as 
"hashish, bhang or charas", which has an effect on the psyche, can be 


obtained. 


Cargocult 

A mass movement in the sense of a firm conviction that an imminent event, 
e.g. the landing of a foreign ship with a rich cargo to be distributed to all 
(hence "cargo") - will fundamentally change the world and bring happiness and 
wealth to all. Consequently, in anticipation of what is to come, neglect of work, 


squandering of possessions. 


Daseinsanalyse 

Theory and practice of a variant of psychotherapy (see below) based on the 
philosophical teachings of Martin Heidegger (18891976). Many of the 
theoretical limitations of Freudian psychoanalysis (see below) prove 
unnecessary; the corresponding practice, however, is largely based on Freud. 
Most important founders: the Swiss psychiatrists and psychotherapists Ludwig 


Binswanger and Medard Boss. 


Depot psychotropic drugs 

(see psychotropic drugs) Drugs which have an effect on mental functions - 
above all to calm and suppress the undesirable behaviour of mentally disturbed 
persons - which can be injected intramuscularly (see below) as a "depot" ina 


dose effective over 24 weeks. 
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Dialysis 288 
Medical method of purifying blood overloaded with waste products (especially 
in renal failure), in which the blood is passed outside the body through a 


chemical purification device and back into the body. 


doublebind 

(Not to be confused with the research method of "doubleblind"!) An 
interpersonal relationship in which one - more powerful - partner puts the 
other in a predicament ("predicament") through questions, commands and 
other behaviours, in which the latter, no matter how he may react, is always 


the loser. 


Electroshock 

Psychiatric method of treatment introduced in the early 1940s, when 
psychotropic drugs (see below) were not yet available. The aim was to 
normalise disturbed mental functions by administering electric shocks between 
two electrodes attached to the head. Originally proposed as a therapy for 
schizophrenia, this nowadays very controversial - but still occasionally used - 


method eventually proved its worth, especially for severely depressed patients. 


empathic 
Still originally, to be at one in feeling and mood with those close to one. 
Nowadays in the West - except for the relationship between mother and 


newborn - usually understood as a secondary "empathy" with the other. 


endogenous 
Originating from within. Used for mental suffering, especially depression, which 
is thought to be caused less by external circumstances and more by an inner 


disposition. 


Enzymes 


Organic compounds which mediate and regulate metabolic processes. 
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Epilepsy, epileptic 

Congenital nerve disorder or one acquired through accident or disease. Best 
known in the form of sudden, typical seizures with loss of consciousness. 
However, it can also manifest itself more inconspicuously, in the form of short- 
lasting loss of consciousness (absences) or behavioural disorders. Associated 


with disturbances in the bioelectrical processes in the brain. 


extrapyramidal 
Brain functions, especially in the area of movements (motor function), which 
are mediated by pathways that are not under the control of consciousness, i.e. 


"involuntary". 


Fixation 
Insistence on patterns of thinking or behaviour that belong to an earlier age 


group. 


Functional disorder 
Disturbance of physical or also mental processes for which no "organic", i.e. 
materially ascertainable cause can be found with today's medical examination 


methods. 


Hallucination 
Sensory illusion. Sensory impression to which no external stimulus 


corresponds. 


Cerebral arteriosclerosis 
Disturbance of brain functions as a result of constriction of the cerebral vessels 
due to the deposition of waste products. May be accompanied by disturbances 


of memory, judgement and emotions. 
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Hysteria, hysterical 

Term for often ostentatious disturbances in the nervous system, which give 
expression to an inner conflict, but at the same time are intended to conceal it. 
The symptoms and the corresponding term have undergone a certain change 
of fashion since the end of the 19th century, when French neurologists and S. 
Freud drew attention to them. Crass "hysterical symptoms" are hardly seen in 
the industrialised West nowadays, while they are still common in developing 
countries. "Hysterical" in everyday language refers to theatrical, fake-looking 


"posturing". 


Identity paranoid 
A modern form of persecutory delusion, (See paranoid) in which the sufferer 
feels that their "identity" has been compromised or persecuted and therefore 


seeks to conceal it. 


Induced insanity, inducing 

Mental disorder to which, as it were through mental contagion (inducing), 
someone can become addicted who lives in very close association and 
dependence with a mentally ill person and then gradually shares his delusions 


(see also "symbiotic psychosis"). 


Intoxication 


Poisoning by external toxins or harmful metabolic products. 


intracardial 
Injection of a circulatory drug directly into the heart muscle, as a life-saving 


measure in cardiac arrest. 


intramuscular 


Injection into the muscles. 


Involvement age 
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Phase of ageing in which powers and functions that have "unfolded" up to this 


point "fold in" again, i.e. decline. 


Catalepsy 
Rigid retention of an unnatural posture over a longer period of time, occurring 


above all in catatonia (see below). 


Catatonia 
Form of schizophrenia (see above) in which the functions of the will and 


movements are disturbed. 


Communication theory 

Psychological theory which emphasises the form of (linguistic and non- 
linguistic) communication (communication) and its variations and deviations, 
not only for ordinary interactions between people, but also with regard to the 
development of mental disorders. (Founder around the middle of the century: 
G. Bateson) 


Complex 
A "fixed idea", the core of which usually remains unconscious and tends to 
gradually build up thought connections (associations, s.d.) around itself and, 


growing in this way, eventually disrupts behaviour. 


converts 
Here not used in the sense of a religious conversion, but as the conversion of a 
psychological conflict into a physical mode of expression (see also 


"somatisation"). 
libidinous 


Everything that is connected with drives. "Libido" considered by S. Freud as a 


"life drive" mainly dominated by the sexual drive. 
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LSD 

Lysergic acid diaethylamide: Chemical compound derived from_ natural 
substances in ergot (1943, Albert Hofmann). Even in the smallest doses it 
causes psychic phenomena similar to those in schizophrenic psychosis (see 
below), e.g. sensory illusions, altered experience of space, time, form and 


colour. 


maniform 


Similar to behaviour in mania (see "affective psychosis", "manic-depressive"). 


manic-depressive 
Affective psychosis (s.d.) in which phases of both mania and depression occur 


alternately. 


Intramedullary nailing 
Surgical method of treating a bone fracture, whereby a nail or screw is used to 


join the fractured pieces together. | 


Masked depression 

Depressive disorder which neither the person affected nor those around him or 
her can clearly recognise as such, as it manifests itself mainly in physical 
symptoms ("somatisation", see below) or disturbances of the general 


condition. 


Masochist 

Masochism = psychological deviation named after SacherMasoch, in which the 
person concerned feels a special lust or psychological satisfaction in suffering 
and pain. First used only for sexual deviations in this direction, later extended 


to the whole experience and behaviour. 


Meniscus surgery 
Surgical removal of injured or worn intercondylar cartilage from the knee joint. 
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Millennium myth 
(see also "cargo cult".) Such expectations of an extraordinary, fortunate event 
occur above all at the transition to new periods of time, e.g. to a new 


millennium, as nowadays again towards the year 2000. 


Neuroleptic 
Drug that affects psychic functions (see "psychotropic drugs") and dampens 


agitation, excitement, hallucinations, delusions, etc. in psychoses (see below). 


Neurosis, neurotic 

Psychological disorder developing in the course of life as a result of 
unconscious conflicts, in which the affected person (in contrast to psychoses) 
endeavours to conform to the order of society despite sometimes severe 


impairment of his or her subjective state and behaviour. 


Nicotinic acid amide 
Derivative of nicotinic acid, which belongs to the vitamins of the B complex. It 
is particularly effective against the deficiency symptoms that occur with a one- 


sided maize diet in the form of so-called pellagra (see below). 


Oedipus, Oedipal 

The myth of the Greek king Oedipus, who - without knowing it - kills his father 
and marries his mother, was used by S. Freud to illustrate in the development 
of sexuality the importance of the child's early relationship to the parents 
(sexually tinged love for the opposite-sex parent) and its overcoming in 


puberty. 
Osteomyelitic 


Osteomyelitis = infection of the bone marrow. In former times frequent cause 


of later mutilations of the limbs. 
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Paranoid 

Delusion of persecution. Mostly a subform of schizophrenia (see below). Ideas 
which cannot be influenced by rational arguments, which deviate from the 
common reality and which also determine the behaviour of the person 


concerned. 


pathogenic 


Factors involved in the development of a health disorder. 


pathoplastic 
Factors which influence the formal manifestation of a mental disorder, e.g. the 


nature of delusions. 


Pellagra 

Actually means "skin disease". Vitamin deficiency disease caused by 
insufficient intake of the vitamin B complex, especially nicotinic acid amide. 
Occurs especially with an unbalanced diet of maize and leads not only to skin 
changes, but also to digestive disorders and symptoms of mental 


derangement. 


Prevalence 
Statistically ascertainable occurrence of e.g. a disease at a certain point in time 
within a population. (In contrast to "incidence", which indicates the occurrence 


of new cases during a certain period of time). 


PseudoDementia 
A stupefaction that is not based on organic causes (brain defect), but is 
"unconsciously" feigned for the person concerned - with regard to a certain 


situation. 


psychoanalytical 


Psychoanalysis = the name given by S. Freud to the theory of psychic 
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functions he developed and to the corresponding method of treating mental 
disorders. Main characteristics: Consideration of "unconscious" processes, 
which influence thought and action bypassing control by the "I", in the 
formation of human behaviour. Important priority of the sexual "libido" (see 


below). 


Psychodynamics 
Theory which also assumes that human thought and action are determined by 
unconscious elements. Compared to S. Freud (see "Psychoanalysis"), however, 


expanded and generalised in various directions. 


Psychomotor 
The totality of the functions of the locomotor system controlled by the central 
nervous system, including the associated body consciousness and the 


accompanying feelings, moods. 


psychoorganic 
Psychological disorders that are based on a demonstrable change in the brain. 
Affects mainly memory, judgement and control over feelings and moods 


(psychoorganic syndrome). 


psychopathic 


Psychologically, especially character-wise, abnormally predisposed. 


Psychotropic drugs 

Drugs which act on metabolic processes in the brain (especially in the 
transmission of stimuli) and can thus influence mental functions. Used since 
the early 1950s to dampen the disturbing symptoms of mentally disturbed 
persons, later also to lift the mood in depressions and to calm minor nervous 


disorders. 


Psychosis, psychotic 
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Refers to those mental illnesses which are considered "mentally disturbed", 
"crazy", in everyday language. They are not empathic for other people. They 
make it difficult for the person affected to experience reality and often have a 
disturbing and even threatening effect on those around them. Psychotic: a 


person affected by psychosis. 


psychosomatic 
A clinical picture that presents itself physically, but whose cause is to be sought 
in a disturbance of the psychological balance. In a more general sense, the 


term is also used to refer to all interactions between body and soul. 


Psychotherapy 

Method of treatment for mental disorders which uses the relationship between 
patient and therapist, usually with the help of conversation, to achieve relief of 
feelings, insight, changes in behaviour or even a profound inner transformation 


in the patient. 


Regression 
Return to an earlier stage of development that should already have been 
overcome in terms of age. Can be a temporary break that helps to save and 


gather strength; but can also lead to "fixation" (see below). 


Rorschach test 

Rorschach's form interpretation test: (Hermann Rorschach, Switzerland). One 
of the first psychological examination methods, still widely used today, which 
allows a variety of psychological functions to be assessed and represented in 
their entirety on the basis of the interpretation of symmetrical blobs - although 
not measured exactly. The test is also suitable for members of non-Western 


cultures. 


schizoaffective 


Psychosis - or mere predisposition to it in which elements of schizophrenia 
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(s.d.) and affective (s.d.) disorders are mixed. 


schizoid 

A mental disposition in which there is an increased risk of developing 
schizophrenia (s.d.), e.g. also in close relatives of schizophrenics. Tendency to 
keep away from social relationships, being caught up in one's own fantasies, 


often a certain rigidity or even stubbornness in thinking and behaviour. 


Schizophrenia 

("splitting insanity"). Group of forms of mental disorder in which aberrations in 
the thinking process, the functions of the will, and above all in the experience 
of one's own person and thus also of human relationships are in the 


foreground. 


Schizophrenic episode 

Certain forms of schizophrenia (see below) progress in "relapses", i.e. limited 
phases of illness alternate with "free intervals", in which, however, often still 
detectable deviations from the general norm and the former personality of the 


affected person remain. 


somatic 


Physical. 


Somatisation 
The occurrence in which a psychological imbalance or tension (stress) seeks to 


express itself in the form of a physical ailment. 


Stigma 
Actually simply "mark". Used to refer to the social discrimination suffered by a 
mentally disturbed person, especially if it is known that they have had to seek 


treatment in a psychiatric hospital or even consult a psychiatrist. 
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Stupor 

Lack of movement or physical numbness, although consciousness and the 
ability to perceive are usually preserved. Occurs mainly in the catatonic (see 
below) forms of schizophrenia (see below), but also in animals as a "stupor 
reflex" in situations of danger, or as a result of poisoning. (In everyday 
language also used to describe a momentary suspension of mental functions, 


e.g. aS "exam stupor"). 


Sublimation 
The elevation and refinement of the "lower" drives through their inclusion in 


the Hocher human possibilities and aspirations. 


Symbiotic psychosis 

(see "induced insanity"). A mental disorder shared by two or occasionally more 
closely associated and mutually dependent people, which has been transmitted 
from one genuinely and independently mentally disturbed person to the 


other(s), as it were, by "contagion" or "induction". 


symbiotic 

Actually "living together in common". Used of primitive creatures that are only 
viable together by one benefiting from the other. Used for human communities 
in which a similar bond and dependence prevails in the form of a primary, 


unreflective "we-feeling”. 


Tetanus = lockjaw 
Infectious disease (tetanus bacilli). Occurs mainly through contamination of 
open wounds. In the past - and in developing countries still today - frequent 


cause of death of newborns in unhygienic deliveries. 


transcultural psychiatry 
= Psychiatry in cultural comparison. Comparison of the forms in which mental 


disorders present themselves in different cultures, the views on their cause 
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and nature, and the methods of treatment applied. Increased importance in 
the second half of the 20th century, but beginnings as early as the end of the 
19th century. 


traumatising 
Trauma = injury. In psychological terms, "traumatising" refers to experiences 
or situations by which a person is deeply shaken and feels hurt, threatened in 


his or her developmental possibilities. 


Tranquilliser 

(see psychotropic drugs). Originally, this was the name given to the first 
psychoactive drugs, i.e. "tranquillisers". Today, this term is usually only used 
for psychotropic drugs that reduce anxiety, tension and restlessness. A 
distinction is made between these and neuroleptics (see below), which act on 


psychotic symptoms. 


vegetative 

= belonging to the plant world. Applied to humans, this term refers to those 
vital functions that are also inherent in plants, i.e. life-sustaining and 
supporting processes (respiration, digestion, excretion, regulation of the 
circulatory system and hormones, etc.), which run automatically and regulate 


themselves without the involvement of the conscious mind. 


Delusional system 
The expansion of unrealistic ideas (often based on sensory illusions) into a 
logically connected, closed structure of thought, which is, however, based on 


unrealistic premises and is therefore "delusional", i.e. a "delusion". 
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Overview of the author's activities in India 


April 1956 - Dec. 1961 
Director (medical-psychiatric, temporarily also administrative) of the Nur 


Manzil Psychiatric Centre in Lucknow, Uttar Pradesh 


Jan. 1962 - Aug. 1963 

Private studies in Almora, Uttar Pradesh (Himalaya foothills). Processing of 
medical histories collected in Lucknow. Publication of "Indian Children on a 
Psychiatrist's Playground" (Indian Council of Medical Research, New Delhi 
1967). Study of ancient Indian scriptures. - General medical free consultation 


for neighbouring hill farmers. 


Aug. 1963 Aug. 1964 

Part-time appointment as Honorary Mental Health Advisor to the Minister of 
Health, Central Government of India. In this capacity, in addition to inspection 
and advisory duties, academic teaching for several months at the Central 
Government Mental Health Training Institutes. (All India Institute of Mental 
Health, Bangalore/Karnataka and Hospital for Mental Diseases, Kanke, 
Ranchi/Bihar). 


Aug - Dec 1964 
"Short Term Consultant for Mental Health" with WHO. (Short term consultant 


for mental health at World Health Organization) New Delhi, travelling. 


Feb - Mai 1965 
Visiting Lecturer in Psychiatry at the Institute of Social Sciences, Kashi 
Vidyapith, Varanasi (Benares) Uttar Pradesh. Training of psychiatric social work 


candidates, along with medical faculty of Benares Hindu University. 


May 1965 - Sept. 1967 
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Visiting Professor at Lady Hardinge Medical College, New Delhi (Exclusively for 
women). Simultaneously Honorary Consultant Psychiatrist at Willingdon 
Hospital, New Delhi (Central Government). Established psychiatric services, 
academic teaching. During this period continued to act as honorary consultant 
to the Ministry of Health, New Delhi, and secretary to several central 
government commissions for the organisation of psychiatric services and 


training. 


Sept 1967 - Dec, 1968 
Deputy Head, Department of Psychiatry, All India Institute of Medical Sciences 


(autonomous postgraduate and research institute), New Delhi. 


Jan, 1969 - Sept, 1969 

Guest lecturer and consultant at B.M.Institute of Mental Health (private 
institute), Ahmedabad, Gujrat. Mainly involved in research project on child 
development under National Council of Educational Research and Training, New 
Delhi. 


Subject of the present book: 

Sept 1969 - March 1980 

Professor of Psychiatry and Head of the Department of Psychiatry, Government 
Medical College, Srinagar, Kashmir (Faculty of Medicine, University of 
Kashmir). At the same time "Superintendent" (Director) of the Government 
Mental Hospital (later "Hospital for Psychiatric Diseases") in Srinagar from 
October 1970. Development of psychiatric services for the whole province of 


Kashmir (incl. Ladakh) of the "Jammu and Kashmir" sub-state. 


1970 - 1981 
During holidays and later still in retirement often periods of several weeks as 
"Visiting Professor of Psychiatry at Mahatma Gandhi Medical College, 


Sewagram"/ Wardha, Maharashtra. 
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April 1981 - Sept. 1986 

"Retirement" in a lonely little house on a hillside outside Srinagar. 

Processing of psychiatric and general experiences gained in India and 
especially in Kashmir Various publications. In book form: "Hypocrite or 
Heretic?" ("Hypocrite or Heretic?") Christian Institute for the Study of Religion 
and Society, Bangalore 1983. First version of the manuscript of the present 
book 1984. Preparation of material for "Sources and Resources", Verlag 
Ruegger, Chur/Zurich, 1991. 

Free general medical consultation for the neighbouring villagers. 

Visits three to four times a year for several weeks as a guest lecturer and 
consultant at the B.M. Institute of Mental Health, Gujrat. 


Sept. 1986 - Mai 1988 


Temporary supervision of the "Kundalini Research Centre" founded by Pandit 


Gopi Krishna in Dehra Dun (Himalayan foothills), Uttar Pradesh. 
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